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Abstract 
 
This thesis had two major aims: the first was aimed to test the efficacy of an Individual Cognitive 
Behavior Therapy for treatment of unipolar mood disorders with suicidal behavior and the second 
was to evaluate the risk and protective factors for suicidal behavior among patients with unipolar 
mood disorders in Malaysia. A review of literature on suicidal behavior in Malaysia suggested that 
lack of suicidal behavior-related measurements has been hindrance in identification of the risk and 
protective factors for suicidal behaviors. In addition, the investigation of variables that predicts 
treatment outcomes for patients with unipolar mood disorders with suicidal behavior has also been 
hampered. This review chapter (Chapter 2; parts of them have been published in Comprehensive 
Psychiatry, 2014 and The Scientific World Journal, 2014) sets the scene for the following empirical 
chapters. 
 
Since most of the instruments used are not validated in Malaysia, thus the next 4 chapters validated 
two measuring instruments of risk factors and two measuring instruments for protective factors for 
suicidal behavior (other fours measures were not included as chapters due to limitation in words 
allowed in this thesis). The validated instruments and other measures were used to identify the risk 
and protective factors for suicidal behavior as well as to test the efficacy of Individual Cognitive 
Behavior Therapy (ICBT) for patients with unipolar mood disorders with suicidal behavior. 
 
Chapter 3, on Positive and Negative Suicide Ideation (PANSI) Inventory (submitted for 
publication), Chapter 4, on Beck Hopelessness Scale (BHS), Chapter 5, on Satisfaction With Life 
Scale (SWLS; published in Comprehensive Psychiatry, 2014), and Chapter 6, is on Reasons For 
Living Inventory (RFL; published in Comprehensive Psychiatry, 2014). The Exploratory and 
Confirmatory Factor Analyses were used to examine the psychometric properties and to establish 
the reliability and validity of these instruments. These measures were validated using the sample 
size of 483 from both medical and psychiatry patients. All the measures were found to have good 
reliability and validity using the exploratory and confirmatory factor analyses.  
 
Chapter 7 compared the two groups and the results showed that psychiatry patients had significantly 
higher mean scores on risk factors (hopelessness, psychological distress, depressive, anxiety and 
stress symptoms) and lower mean scores on protective factors (reasons for living, self esteem, 
hopefulness, satisfaction with life and social support) for suicidal behavior as compared to medical 
patients. In addition, patients with suicidal ideation had significantly higher mean scores on risk 
factors and lower mean scores on protective factors for suicidal behavior as compared to patients 
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without suicidal ideation. And finally, there was a significant interaction between diagnosis 
(psychiatry patients with suicidal ideation, psychiatry patients without suicidal ideation, medical 
patients with suicidal ideation and medical patients without suicidal ideation) and suicidal behavior 
(suicidal ideation). 
 
Chapter 8 is a controlled trial comparing the Treatment As Usual (TAU) (N=36) with TAU + 
Individual Cognitive Behavior Therapy (ICBT) (TAU+ICBT) (N=36) groups. All the outpatients 
were diagnosed as suffering from unipolar mood disorders with suicidal ideation according to DSM 
IV-TR criteria. Eight sessions of manualised ICBT were given and each session lasted for 90 
minutes. The measures of depressive symptoms (BDI-T and DASS-D), measures of suicidal 
ideation symptoms (PANSI-T and BSS-T), measures of risk factors for suicidal behavior (DASS-T, 
DASS-D, BHS-T, DASS-A, DASS-S) and measures of protective factors for suicidal behavior 
(RFL-T, RSE-T, AHTS-T, PRS-T, SWLS-T, PSR-FR, PSR-FM, SCB, MO, RF, FS, FSD, and CC) 
were administered at pre, mid, post, 3 months follow-up and 6 months follow-up for both groups. 
The TAU groups received outpatient treatment as usual by the psychiatrists of the hospital. The 
results showed that the TAU+ICBT groups consistently and significantly scored better on most of 
measures when compared to the TAU group. In addition, the TAU+ICBT group improved at earlier 
stage and the rate of improvement was significantly faster than the TAU group. The TAU group 
had significant improvement on seven dependent measures only. Thus the addition of the ICBT to 
TAU produced a more generalized and significant improvement on all the measures of depressive 
symptoms, measures of suicide ideation symptoms, measures of risk and protective factors of 
unipolar mood disordered with suicidal ideation patients. 
 
The general discussion of the whole thesis was presented in chapter 9, which ties together all the 
major significant findings from the previous chapters in the general context. The first empirical 
chapters on assessments were discussed and provided the base for discussions of chapter seven on 
psychopathology of mood disordered patients with suicidal behavior. Following that the findings of 
controlled trial on Individual Cognitive Behavioral Therapy of unipolar mood disorders with 
suicidal ideation in Malaysia was discussed and put in the general context of literature. The 
discussions were concluded with several strengths of this thesis, limitations of the studies and 
directions for future research.  
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THESIS BY PUBLICATION 
 
 
The University of Queensland has encouraged students to submit a PhD via publication in the 
recent years due to the many advantages that include important feedback and evaluation by expert 
peer-reviewers. Hence, after consulting with my thesis primary advisor, I had decided to submit my 
PhD in a thesis by publication format.  
 
There are some inevitable repetitions of some sections of the thesis due to the journal submission 
format.  I am aware of this and would like to apologise for any reiteration in arguments or 
discussion points across chapters (e.g., Method section). In order to consolidate the arguments 
within each article or chapter, certain arguments or discussion had to be reiterated in each 
individual article. These published or submitted articles are incorporated into this thesis in its 
original peer-reviewed version with the exception of the complete Reference List, which was 
inserted at the end of the thesis instead of at the end of each Chapter. This is an effort to reduce 
repetitions in referencing and we believe that this effort will not detract from the presentation and 
content of the thesis. 
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CHAPTER 1 
 
GENERAL INTRODUCTION AND THESIS OVERVIEW 
 
1.1 ABSTRACT 
 
 
The main aims of this chapter are to briefly present the significance and background and thus the 
rationale that lead to the main aims and hypotheses of this thesis. In addition, the overall 
organization of this thesis will be presented. Chapter I provide a brief overview of the prevalence, 
variables implicated on risk and protective factors in suicidal behavior based on Western literature. 
The information on Malaysia suicidal behavior is presented in Chapter 2. The gaps in the literature 
are highlighted and as a result provide the rationale for the series of studies. The constructs 
addressed in this thesis are risk factors (hopelessness and psychological distress symptoms) and 
protective factors (reasons for living, social support, self-esteem, satisfaction with life and 
hopefulness) for suicidal behavior in unipolar mood disorders. Finally, individual cognitive 
behavior therapy is used as the mode of treatment for the unipolar mood disordered patients with 
suicidal ideation, one which has not been investigated in past research in Malaysia. 
 
 
1.2 INTRODUCTION 
 
According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR), mental 
disorder is defined as a clinically significant behavioral or psychological syndrome or pattern that 
occurs in an individual and that is associated with present distress (i.e., a painful symptom) or 
disability (i.e., an impairment in one or more important areas of functioning) or with a significantly 
increased risk of suffering death, pain, disability, or an important loss of freedom. The syndrome or 
pattern must not be merely an expectable and culturally sanctioned response to a particular event. It 
must currently be considered a manifestation of a behavioral, psychological, or biological 
dysfunction in the individual (American Psychiatry Association, 2000).  
 
Meanwhile, according to the World Health Organization (2012b), major depressive disorders are 
the most prevalent mental disorder which include disturbances in appetite, weight and sleep, 
psychomotor agitation or retardation, decreased energy, feelings of worthlessness or guilt, difficulty 
concentrating or thinking, and thought of death or suicide, or suicidal attempts (American 
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Psychiatry Association, 2000). One of the most common psychiatric diagnoses related to suicide is 
major depression and the lifetime risk of suicide among patients with untreated depressive disorder 
is nearly 20% and the suicide risk among treated patients is 141/100,000 (American Association of 
Suicidology, 2010). According to WHO (2005b), one in every 100 people suffering from depressive 
disorder dies from suicide and 50% of individuals who committed suicide had the main diagnosis of 
depression (Reddy, 2010). 
 
Suicidal behavior is recognized as one of the major public health problem in the world, including 
Malaysia. It is complex yet it is an important issue of concern for professionals, administrators, 
mental health workers as well as laymen. Suicidal behavior consists of both completed suicide and 
acts of self-harm which do not have a fatal outcome. The terms attempted suicide, suicide attempt, 
deliberate self-harm and parasuicide are used to refer to the latter (McLean, Maxwell, Platt, Harris 
& Jepson, 2008). According to O’Caroll et al, (1996) suicide behavior encompasses the whole 
range from: 
 
 -suicidal ideation- thought and plans about suicide; 
 -suicide attempt-the act of self-harm which is intended to result in death but does not.  
 -completed suicide- the intentional act of self-harm which results in death  
 
This definition above was adopted by the American Institute of Medicine in 2002 (Goldsmith, 
Pellmat, Kleinman & Bunney, 2002) and for the purpose of this study; the definition above will be 
used whereby suicidal behavior includes suicidal ideation, suicidal attempt and completed suicide. 
 
1.2.1 Suicide 
The word ‘suicide’, which can be traced back to the 17th century is believed to be derived from the 
Latin words sui (of oneself) and caedere (to kill) (Minois G, 1999) referring to the intentional 
taking of one’s own life. Suicide is not a diagnosis, rather it is a verdict or category of death which 
is broadly defined by the following requirements; 
 
- the victim intended to kill him/herself 
- it was the result of the victim’s own activities 
- the death was unnatural 
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However there can be doubts at all three stages of this process particularly in regard to the motive 
of a person who cannot be interviewed (Cavanagh & Masterton, 1998) whether the person really 
meant or intended to die- as they can no longer answer for themselves. 
 
 Every year, about one million people die by suicide (World Health Organization, 2013). WHO 
estimates for the year 2020 that approximately 1.53 million people will die from suicide, and 10-20 
times more people will attempt suicide worldwide, which represents, on average, one death every 
20 seconds and one attempt every 1-2 seconds (WHO, 1999). Suicide is a leading cause of death 
among teenagers and young adults aged 15-34 in many countries (International Association For 
Suicide Prevention, 2007). Suicide is also a leading cause of death in adulthood, especially among 
males aged 25-60 (International Association For Suicide Prevention, 2007). In many countries, the 
risk of suicide increases with age and the highest is among the very old, aged 85 and older 
(Beautrais & Mishara, 2007) however, currently the number of suicides is higher among young 
people. According to Bertolote & Fleischmann  (2002), in one third of all countries, the suicide 
rates are already higher among the young people, for example in Australia, Bahrain, Canada, 
Kuwait, Mauritius, New Zealand, Sri Lanka and the United Kingdom. The highest suicide rates for 
both men and women are currently found in Eastern Europe, followed by island countries, such as 
Cuba, Japan, Mauritius and Sri Lanka (Bertolote & Fleischmann,  2002). However, the highest 
numbers of suicide are found in Asia with almost 30% of all suicide cases in the world occuring in 
China and India (Bertolote & Fleischmann,  2002).  The Eastern Mediterranean Region, which 
comprises mostly countries that follow Islamic traditions, has the lowest rates as a whole (Bertolote 
& Fleischmann, 2002). Globally, suicide rates are on average three times higher in males than in 
females (WHO, 2002). However, the suicide rate in China is different when compared to those 
reported from other countries whereby the suicide rates for females are approximately 25% higher 
than in males (Philips, Li & Zhang, 2002)  
 
  
1.2.2 Suicidal attempt 
According to Beautrais & Mishara, 2007, attempted suicide is estimated to be 10 to 20 times more 
frequent than suicide. About 10% of people who attempt suicide eventually kill themselves or for 
every completed suicide nearly 10-20 persons attempt suicide (WHO, 2012c). It was estimated 9-36 
million suicide attempts take place in Europe every year (Schmidtke, Bille-Brahe, De Leo, Kerkhof 
& Wasserman,  2007) and based on the reports by the National Survey of Mental Health and 
Wellbeing (2007), around 65,000 people attempt suicide each year in Australia. A total of 140,000 
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people attempt suicide each year and one in ten young people will make a suicide attempt in 
England and Wales. According to the World Health Organization (2001), Ireland has one of the 
highest rates of attempted suicide in Europe with 200 out of every 100,000 Irish people attempt 
suicide every year.  The only other three European countries with higher attempted suicide rates: 
include France with 450, Belgium with 360 and Finland with 220 for every 100,000 people.  
Meanwhile in Asian countries, a total of 14,771 suicide attempters, with females outnumbering 
males by 2.5 to 1 was treated in 24 general hospitals in northern China from the year 1990-2002 
with two thirds of the attempters aged 15 – 34 and having the median age of 29 years (Phillips, 
2004). Meanwhile, in Bangalore, India, there were 19000 registered attempted suicides in one year 
with suicide attempters ages ranging from 20 – 24 and more among males (53%) than females 
(47%) (WHO, 2012c). In Bangladesh, the majority of the people who attempt suicide are young, 
illiterate and urban residents with nearly 15% of hospital admissions due to self-poisoning (WHO, 
2012c). Young people in the age group of 15-30 years and elderly females were found to be at 
greater risk of attempted suicide in Indonesia, meanwhile in Sri Lanka, the country has recorded the 
highest rates of attempted suicide among youth, especially females, since 1990 (WHO, 2012c). 
During the year 1998, Thailand reported 6253 attempted suicides cases, which has increased from 2 
per 100,000 to 8 per 100,000, in the past 10 years with the majority of the attempts being made by 
women (WHO, 2012c).  
1.2.3 Suicidal ideation 
 
 In any community, there are a large number of people who harbour a suicidal thought, wish or idea 
and it varies from 5% to 25% of the population. It was reported in the year 2007 by the National 
Survey of Mental Health and Wellbeing in Australia, that 1.8% of males and 2.7% of females 
experienced thoughts of suicide in the previous 12 months. Meanwhile, in New Zealand, up to one 
quarter of young people aged 15 – 24 will experience suicidal thoughts and ideas, however, the 
majority will not act on these thoughts (Ministry Of Youth Affair, 2000). In India, some studies 
reported the presence of suicidal thoughts among 5-10% of the population and The Department of 
Mental Health, Ministry of Public Health in Thailand reported that during the economic crisis, 58% 
of the respondents reported suicidal thoughts (WHO, 2012c).  
 
1.2.4 Implications of suicidal behavior  
 
According to the World Health Organization (2003), suicidal behaviors represented 1.4% of the 
global burden of disease worldwide in 2002 and are expected to increase to 2.4% by 2020. There is 
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a massive loss to societies of young people in their productive years of life since suicide is 
considered as the top three causes of death in the population aged 15-34 years (WHO, 2003). 
According to WHO (2000), the psychological, social and financial impacts due to suicide on family 
and society are immeasurable. In addition, the impact is greater if suicide takes place in a school or 
workplace since it involve hundreds of people. The suicide “survivors” who are referred to as the 
family and friends of the person who has died by suicide are left with grief associated with the loss 
and they are normally overwhelmed with psychological trauma which can leave them with feelings 
of anger, remorsefulness, helplessness and confusion. Moreover, survivors often feel that they have 
failed or that they should have done something or intervened in some way. These complex sets of 
emotions among the survivors normally make it difficult to discuss the loss of the loved one with 
others, isolating themselves from their own social network and being reluctant to form new 
relationships. 
 
Besides the psychological trauma of the survivors, there is also loss of overall economic 
productivity for the society although funeral services, autopsies and investigations are generated. 
There are also indirect costs such as lifetime income lost due to disability associated with an 
attempted suicide act and also to premature death. In addition, for those who are continuing their 
life, the expenditures are reduced in terms of pensions, social security and health care services per 
head of living population.  
 
Suicidal behavior is a serious issue since it has huge impacts both psychologically for survivors and 
economically upon a nation. Better effort in suicide preventive work may be able to reduce the rates 
of suicidal behavior and offset these costs. Many strategies have been used in the work of suicide 
prevention including reducing risk factors and enhancing protective factors for suicide behaviors. 
According to Moscicki, 1997, understanding the interaction between risk and protective factors in 
suicidal behavior and the modification of the interaction are challenges to suicide prevention. Risk 
factors for suicidal behaviors are individuals’ behaviors together with psychosocial or societal 
conditions that increase the likelihood that an individual will die by suicide. Meanwhile the 
protective factors can be defined as societal or psychosocial conditions or individual behaviors that 
lessen the likelihood that an individual will engage in suicidal behavior (McLean, et al., 2008). 
Earlier, risk factors were the concern for researches in the area of suicidal behavior as compared to 
protective factors (Brown, Beck, Steer and Grisham, 2000; Oquenda, Halberstam & Mann, 2003; 
Chioqueta & Stiles, 2003, 2004a 2004b; Kessler, Borges, & Walters, 1999; Sanchez, 2001). In 
Western literature, some of the factors which had been identified as the risk factors for suicidal 
behavior include: having mood disorders (Wulsin, Vaillant & Wells, 1999; Sokero et al., 2005; 
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Botswick & Pankratz, 2000; Pietrzak, 2010), anxiety disorders (Kamath, 2007; Sareen et al., 2005), 
borderline personality disorders (Pompili, Girardi & Ruberto, 2005), schizophrenia (Palmer, 
Pankratz & Bostwick, 2005); PTSD (Pietrzak, 2010), hopelessness (Beck, Steer, Kovacs, & 
Garrison, 1985; Wetzel, 1976; Brown et al (2000); Malone et al. 2000; Valtonen et al., 2007; Briton 
et al., 2008), misuse of alcohol and substances (Cherpitel, Borges & Wilcox, 2004, Neeleman, 
2001, Kaslow et al. 2002 Pietrzak, 2010), severe negative life events, a history of child 
maltreatment, high levels of psychological distress and depression, hopelessness about the future 
(Kaslow et al. 2002), life hassles (Kaslow et al, 2005), lacking a partner, previous suicide attempts, 
total time spent in a major depressive episode (Sokero, et al., 2005), psychosocial difficulties and 
lack of social supports (Pietrzak, 2010). 
 
However over the last decades, more attention has been paid in investigating and identifying 
protective factors for suicidal behaviors (Grad, 2001): reasons for living (Malone, Oquenda, Haas, 
Ellis, Li & Mann, 2000; Oquendo, Dragatsi, Friedman, Dervic, Currier, Burke, Grunebaum & 
Mann, 2005), hopefulness (Meadow et al. 2005; Kaslow, 2002), social supports (Everall, Altrows & 
Paulson, 2006; Kaslow et al., 2002; Kaslow et al. 2005; Nisbet, 1996; Coker et al. 2002; Donald et 
al, 2006; Meadows, 2005; Pietrzak, 2009), satisfaction with life (Koivumaa et al. 2001, 2003), self 
esteem (Lewinson et al, 1994, Kjelsber et al. 1994) and coping skills (Kaslow, 2002) were some of 
other protective factors for suicidal behavior which, have been studied extensively in the West.  
 
So, this thesis will look at the impact of risk and protective factors on suicidal behavior among 
patients with unipolar mood disorders in Malaysia. For the purpose of this study, only certain risk 
and protective factors will be analyzed. Most of the protective and risk factors which were chosen 
are been extensively researched in the West and the applicability of these factors will be tested in 
Malaysia specifically among patients with unipolar mood disorders. 
 
1.3 RISK FACTORS ASSOCIATED WITH SUICIDAL BEHAVIOR 
1.3.1 Hopelessness 
 
Malone et. al (2000) assessed inpatients with a diagnosis of major depression, general 
psychopathology, suicide history, reasons for living and hopelessness. The results showed that 
scores for hopelessness were significantly higher for the suicide attempters. Meanwhile, Briton et 
al., (2008) studied 125 adults 50 years or older receiving treatment for a mood disorder and found a 
positive correlation between suicidal ideation and hopelessness. 
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1.3.2 Depressive symptoms 
 
Suicidal behavior is closely connected with mental disorders and virtually all mental disorders carry 
an increased risk of suicidal behaviors (Lonnqvist, 2009). A number of studies showed that mood 
disorders as the most frequent disorder in persons who complete suicide, affecting from 30% to 
70% (Tanney, 1992). Those with major depressive disorders have also the increased risk of 
completed suicide by 2% to 12% (Botswick et al, 2000). A prospective study among 136 inpatients 
with major depression by Oquendo et al., (2002) showed that 15% of the 136 subjects attempted 
suicide within 2 years. Sokero et al., in 2005 showed that 8% of patients (N=269 of in and 
outpatients with MDD) attempted suicide within 18 months. A systematic review, from the year 
1966 to 1996 showed that 35 studies reported rates of suicide as a percentage of deaths among the 
depressed with a mean of 11 percent (Wulsin et al, 1999). Suominen et al (1996) conducted studies 
on consecutive suicide attempters who visited the emergency rooms in Helsinki, Finland and found 
75% of patients had the diagnosis of depression.  
 
1.3.3 Anxiety symptoms 
Sareen, Houlahan, Cox and Asmundson (2005) studied anxiety disorder as the risk factor for 
suicidal behaviors and showed that pre-exiting anxiety disorder is an independent risk factor for 
subsequent onset of suicidal ideation and attempts. 
 
1.3.4 Stress symptoms 
According to Paykel, Prusoff & Myers (1975), suicidal individuals reported 4 times as many 
negative life events before their suicide attempts as compared to non suicidal people. Meanwhile, 
Schotte and Clum (1982) reported that poor problem solvers with high negative life stress among 
college students had significantly higher scores in suicidal intent as compared to any other groups. 
 
 
 
1.4 PROTECTIVE FACTORS ASSOCIATED WITH SUICIDAL BEHAVIORS 
 
1.4.1 Reasons for living 
Malone et al., (2000) investigated the ‘reasons for living’ as the protective factor for US patients 
(18 – 80 years) with major depression, from making a suicide attempt. The results showed that 
patients who had not attempted suicide had a higher score on the items in the reasons for living 
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inventory. The reasons for living were found to be the mediator against suicidal attempt among 
patients with severe depression or having stress through this study. In another study by Hirsch et 
al.,(2006), the authors reported in their study that reasons for living are associated with lower levels 
of suicidal ideation and lower likelihood of suicide attempt in patients being treated for depression. 
Meanwhile, a cross-sectional study was conducted by Oquendo et al., (2005) in the USA to 
determine whether the Reasons for Living Inventory (RFLI) might be a protective factor against 
suicidal behavior among the Latinos and non-Latinos who were hospitalized with the diagnosis of 
major depression, bipolar disorder or schizophrenia. The results showed that the Latinos scored 
much higher on the Reasons for Living Inventory than non-Latinos. 
 
 
1.4.2 Hopefulness 
 
Meadow et al., (2005) carried out a case control study to examine the role of protective factors 
among Africa-American women between the ages of 18-19 years. The authors found that one of the 
main protective factors against suicidal attempts in this group who were economically, 
educationally, and socially disadvantaged, was hopefulness. 
 
1.4.3 Social support 
 
Social support was found as one of the four main domains of resilience among suicidal female 
adolescents (15-24 years) by Everall, Altrows and Paulson (2006). Meanwhile, Kaslow et al., 
(2005) concluded in their study that suicide attempter’s (African-American adult) status could be 
predicted by social support received among these group as compared to non–suicide attempters. 
Nisbet (1996) reported in his study that one of the protective factors for low suicide rates of black 
females in USA include social support from friends and family. In a study among African-
American women, Meadows (2005) reported that those receiving high levels of social support from 
friends were less likely to attempt suicide as compared to those receiving low levels of social 
support. 
 
1.4.4 Self esteem 
Self-esteem was found to be negatively correlated with suicidal thoughts and attempts in some of 
the correlational studies where low self-esteem was the risk factor of suicide ideation in 
longitudinal studies (Goldney, Smith, Winefield, Tiggerman, & Winefield, 1991; McGee & 
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Williams, 2000). Meanwhile Lewinsohn et al., (1994) reported low self-esteem as a risk factor for 
suicide attempts and completed suicide (Kjelsberg et. al., (1994). 
 
1.4.5 Satisfaction with life 
Studies by Koivumaa et al., (2000), Koivumaa et al., 2001 & Koivumaa, Honkanna, Koskenvuo & 
Kaprio (2003) showed that satisfaction with life correlated negatively with suicidal behaviors and 
this was supported by Chioqueta & Stiles (2007).  
 
 
 
1.6 LIMITATIONS OF WESTERN LITERATURES ON RISK AND PROTECTIVE 
FACTORS ON SUICIDAL BEHAVIOR 
 
Even though the topic of risk and protective factors on suicidal behavior has been studied 
extensively in the West, there are still however limitations with these studies. Most of the studies on 
protective or risk factors in the West, which has been identified for this study, were mainly 
conducted among patients with suicidal behaviors, normal population or both (comparative study). 
There was only handful of studies conducted among patients with psychiatric illnesses. So, it is 
worth looking at whether these variables are acting as protective or risk factors among patients with 
unipolar mood disorders in Malaysia.  
 
 
1.7 TREATMENTS FOR SUICIDAL BEHAVIOR 
 
The treatment for suicidal behavior is challenging. Various types of psychological therapy have 
been developed, however the results are mixed. Dialectical Behavior Therapy (DBT; Linehan, 
Armstrong, Suarez, Allmon, & Heard, 1991), cognitive behavior therapy (Rudd, Joiner & Rajab, 
2004), cognitive therapy (Berk, Henrique, Warman, Brown & Beck, 2004) and mindfulness based 
cognitive therapy (MBCT) (Williams, Duggan, Crane & Fennell, 2009) were reported to reduce 
suicidal behavior. Meanwhile, for pharmacotherapy, antidepressants are the treatment of choice to 
reduce depressive symptoms of the depressive episode (Bauer et al, 2002, 2007) and also suicidal 
thoughts (Moller, 2006). In order to avoid overdose, the most modern antidepressants (SRRIs) will 
be prescribed to patients (Wasserman, 2006).  
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1.7.1 Cognitive-Behavioral Therapy as the treatment for suicidal behavior. 
 
For the purpose of this study, the individual cognitive-behavioral therapy will be used as the 
method of psychological treatment in the treatment of unipolar mood disorders with suicidal 
ideation in Malaysia. 
 
1.8 RATIONALE OF THE STUDIES IN THIS THESIS 
 
As discussed above, suicidal behavior is a serious issue since it has huge impacts both 
psychologically for survivors and economically upon a nation. In Malaysia 30,000 family members 
or friends were estimated to be affected directly or indirectly from suicidal acts every year 
(Ministry of Health 2005; Malaysian’s Health Report) and these involve medical costs such as 
emergency transport, rehabilitation, hospital, pharmaceutical, ancillary, and related treatment costs, 
as well as funeral/coroner expenses for fatalities and administrative costs (National Center for 
Injury Prevention and Control 2002). Research evidence on risk and protective factors in the West 
has led to improving conceptualization of suicidal behavior. Many strategies have been used in the 
work of suicide prevention including reducing risk factors and enhancing protective factors for 
suicide behaviors. By identifying some of the risk and protective factors for suicidal behavior in 
Malaysia, it is hopeful that better and evidence-based efforts at suicide prevention may be able to 
reduce suicide rates in Malaysia  (National Suicide Registry Malaysia, 2008) and allow the 
government or families to offset these costs. In addition, evidence shows that cognitive behavior 
therapy in general shows it can be applied to Eastern population and some evidence suggested that 
cognitive behavior therapy can also be used in treatment and prevention of suicidal behavior.  
 
 
1.8.1 Specific aims and overview of the chapters 
Overall the aim to this thesis is to identify the risk and protective factors for suicidal behavior 
among patients with unipolar mood disorders with suicidal behavior (suicidal ideation and suicidal 
attempt) in Malaysia. In addition, this thesis also aims to test the efficacy of ICBT among patients 
with unipolar mood disorder patients with suicidal behavior. Chapter 2 will present a 
comprehensive literature review of suicidal behavior in Malaysia by providing information on 
epidemiology, assessment and treatment for suicidal behavior with limitations associated with 
generating empirical studies of this thesis. This discussion is followed with Chapter 3, 4, 5 and 6, 
which explore the validation of 4 measures of suicidal behavior using EFA and CFA methodology. 
Chapter 7 will be identifying both the risk and protective factors for suicidal behavior among 
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patients with unipolar mood disorders and medical patients. And finally, Chapter 8 will be assessing 
the efficacy of ICBT +TAU in the treatment of patients with unipolar mood disorders as compared 
TAU only. 
 
In conclusion, the major goal of this author’s doctoral dissertation is to provide empirical evidence 
to support past empirical studies on assessment, risk and protective factors for suicidal behavior and 
treatment outcome for patients with unipolar mood disorders in Malaysia. The specific hypotheses 
of each study will be presented in each relevant chapter following. 
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CHAPTER 2 
 
 
SUICIDAL BEHAVIOR IN MALAYSIA: A COMPREHENSIVE REVIEW OF THE 
LITERATURE (1960s - PRESENT)  
 
 
2.1 ABSTRACT 
 
Suicidal behavior is a major public health concern worldwide. In Malaysia, suicidal behavior is 
recorded to be on the increase and numbers have risen by 60% over the past 45 years. Despite this, 
little is known about suicidal behavior in Malaysia. In fact, there has been no systematic and 
comprehensive review of suicide-related literature in Malaysia. To address this shortcoming, this 
paper provides the results of an intensive computerized search on PsyINFO, PubMed, Medline 
databases from 1845 to 2012 and a detailed manual search of local official reports from the 
Ministry of Health, Malaysian Psychiatric Association and 3 universities. A total of 71 studies on 
suicidal behavior in Malaysia were found and reviewed.  The review showed that research on 
suicidal behavior in Malaysia is fragmented and limited, at best. Approximately 50% of existing 
research simply focuses on socio demographic data, psychiatric diagnosis, methods used in suicidal 
behavior and reasons for suicidal behavior.  Seventy six percent of the data were obtained from 
hospitals. No study has been conducted on treatment and interventions for suicidal behavior. Most 
of these studies did not use validated suicide scales. The impact of culture was rarely considered. 
Other big gaps were noted. It is clear from the review that for researchers, clinicians and public 
health policy makers that to gain a better understanding of suicidal behavior in Malaysia, more 
systematic and empirically stringent methodologies and research frameworks need to be used to 
study suicidal behavior in Malaysia. 
 
 
Part of this chapter is adapted from:  
 
Aishvarya, S., Maniam, T., Hatta Sidi., & Oei, T.P.S. (2013). Suicide ideation and intent in 
Malaysia: A review of the literature. Comprehensive Psychiatry, Advance online 
publication. doi: 10.1016/j.comppsych.2013.01.005. 
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2.2  INTRODUCTION 
Every year, almost one million people die from suicide and suicide attempts represents up to 20 
times this number (World Health Organization, 2012). Someone attempts suicide every three 
seconds and one dies every 40 seconds worldwide (Goldney, 2002). According to the World Health 
Organization (2012), the average annual number of suicides is at 16 per 100,000 globally.  It was 
estimated by WHO that approximately 1.53 million people or nearly 3% of all world deaths would 
be due to suicide. In addition, the number of people who would attempt suicide worldwide will be 
10 – 20 times this figure and these numbers represent an average of a single death every 20 seconds 
and attempts every 1 -2 seconds (Wasserman, 2001).  
In Malaysia, The National Health and Morbidity Survey (2009) showed that 1288 out of 36,519 
respondents (6.3%) reported having suicidal ideation. The youngest age group (16-19 years old) 
had the highest suicidal ideation rate at 11.4%, followed by the 20 – 24 years age group, with 
10.8% reporting having had suicide ideation. The Malaysian Psychiatric Association (2007) 
estimated that 7 people commit suicide daily in this country. Reports on admissions and deaths in 
government hospitals in Malaysia due to suicide attempts showed a constant rise from the year 
1999 to 2007, with patients’ ages ranging mostly from 12 to 24, and more females than males. 
Finally the estimated annual suicide rates in Kuala Lumpur based on a series of studies on 
completed suicides from 1974 to 2004 ranged from 5.6 to 7.4 per 100,000. The National Suicide 
Registry (2008), reported that the cases of completed suicides from July – December, 2007 were 
113, with 73 men and 31 women. Chinese made up the majority (43%) followed by Indians (29%) 
and Malays (11%). The youngest person who committed suicide in 2007 was 12 years old and the 
oldest was 93.  Meanwhile in the year 2010, four hundred and forty five suicidal cases were 
reported for the first 8 months as compared to two hundred and ninety cases in the year 2008 (Cai, 
Jeffery, Teck, Wai & Li, 2011). Currently, the suicide rate in Malaysia is 9 – 12 per 100,000 
(Ministry Of Health, 2009). 
Suicidal behavior is indeed a growing cause for concern in Malaysia since suicide rates have 
increased by 60% over the past 45 years (Malaysian Psychiatry Association, 2007). Malaysia also 
has a higher suicide rate compared to neighbouring countries such as Singapore and Thailand 
(Hendin et al. 2008). It is also a growing global  public health concern since self-inflicted injuries 
represented 1.4% of the global burden of disease worldwide in 2002 and are expected to increase to 
2.4% by 2020 (World Health Organization, 2003).  According to the World Health Organization 
(2001a), societies face a great loss of young people especially in their productive years of life since 
suicide is among the top 3 causes of death in the group of population aged 15 -34 years. Its impact 
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on the community is also manifold. At least six people on an average are estimated to be affected 
by a single suicide and if a suicide occurs in a school or workplace, it has an impact on even more 
people. Apart from psychological trauma and grief of family and friends, there is also loss for the 
societies in terms of economic productivity (World Health Organization, 2005). The outcome of 
suicidal behavior such as death and injuries involve costs for services on health care, funerals, 
autopsies and investigations. In addition, there are indirect costs such as potential lifetime income 
lost due to suicide related disability and premature death (World Health Organization, 2005). In 
Malaysia, 30,000 family members or friends were estimated to be negatively affected directly or 
indirectly from suicidal acts every year (Ministry of Health, 2005).  
With suicidal behavior on the rise in Malaysia, empirical research has an important role to play in 
shedding more light on this problem and its possible solutions. To date, however, very little 
systematic review of research in this area has been taken up. One such review was undertaken by 
Morris & Maniam, more than 12 years ago in 2001. The authors reviewed 12 published journal 
articles in journals and books. Their review however was limited as it focused only on studies on 
completed and attempted suicides in Malaysia and its relationship with ethnicity.  It did not cover 
important areas such as risk and protective factors in suicidal behavior. It did not manage to provide 
a more comprehensive picture of the state of suicide behavior in Malaysia that could inform future 
research and policy interventions on it. Attempting to address this gap, our paper has summarized 
the results of a comprehensive and systematic literature review on suicidal behavior in the past four 
decades in Malaysia and identified future directions for research, public health policy and clinical 
intervention.  
2.3 METHOD 
 
2.3.1 Selection of Studies 
 
Studies on suicidal behavior in Malaysia were identified after a comprehensive search of the biggest 
electronics databases PsycINFO (1845- present), MEDLINE (1950- present) and PubMed (1951- 
present). A manual search of local official reports from Ministry of Health and Malaysian 
Psychiatric Association was also undertaken. Local journals in Malaysia, such as the Journal of 
Medicine and Health Sciences, Malaysian Journal of Psychiatry and Malaysian Journal of 
Pathology were also reviewed. Finally, unpublished theses and abstracts presented in conferences 
were obtained from libraries of 3 major universities in Malaysia with medical schools.  
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Key words used in the search were “suicide and Malaysia”. The use of generic key words was 
intentional in order to capture as many published papers as possible. These key words were selected 
by looking at the frequency used in most of the papers collected early in the process of review and 
they yielded 39 citations in PsychINFO, 44 in Medline and 52 in PubMed. Thirty one (23%) of the 
articles were included but one hundred and four (77%) articles, which were not empirical studies, or 
reviews on suicide behavior in Malaysia were excluded (i.e. commentaries, letters to editors, 
unrelated self-injuries). Figure 2.1 presents the process flow that was undertaken for our literature 
search,    
 
 
 
Figure 2.1: Flow chart of the reviewing process 
 
 
Searches articles from Psyc INFO, Pub 
Med and Medline by inserting  
keywords: “suicide and Malaysia” 
 
 
 
 
 
 
39 citation in PsychINFO, 44 in 
Medline and 52 from PubMed 
 
 
 
 
 
 
104 studies not related  to suicidal 
behavior were excluded yield to 31 
studies  
 
 
 
 
 
 
11 studies from abstract books from 
conferences, 4 studies from unpublished 
thesis, 25 studies from local university 
library yielded to 71 articles and studies 
to review. 
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Searches were refined by identifying studies published in English, which included descriptive, cross 
sectional, experimental studies and reviews.  Thirty one published journal articles were found to be 
suitable for the review. An additional 11 abstracts from books, 25 studies from local university 
libraries and 4 studies from unpublished theses were included. The comprehensive literature search 
yielded 71 studies on suicide behavior in Malaysia which were deemed acceptable for inclusion in 
the review (see Figure 2.1)  
 
note: the total N for studies in the tables is 69 since 4 studies were combined into 2 studies  
 
 
2.3.2 Review themes or categories 
 
The studies reviewed were categorized into themes.  The relevant findings from the 71 articles on 
(1) suicidal ideation/intent, (2) attempted suicide, (3) completed suicide and (4) review/report on 
suicidal behavior in Malaysia were documented separately, and were presented in the results 
section. Tables will be presented showing the following important features of relevant studies 
including: (a) study number and reference, (b) methodology used, (c) number of participants, (d) 
gender, (e) age, (f) marital status, (g) representative of the ethnicity (h) education level, (i) 
employment status, (j) psychiatric diagnosis given, (k) method used for suicidal behavior and 
finally (l) reasons for suicidal behavior.  
 
It was important that information gathered from the studies during the review could provide some 
direction for future research. An asterisk (*) was used to identify studies that utilized a recognized 
psychological instrument to measure suicidal behavior. This was of particular interest to authors as 
a way of identifying suicidal behavior scales that have already been used and/or validated for use in 
the Malaysian context. Study “methodology” (see Tables 2.1, 2.2, 2.3 and 2.4, column 2) was 
included to show the range of methods used by previous researches on suicide behavior in 
Malaysia. Target groups were identified to give a sense of the sample covered by these studies. 
Sample size is also noted since larger sample size gives more reliable results than smaller sample 
sizes (n<30). Since Malaysia is a multiethnic society, ethnicity of study participants was also 
included. Information on sex and age distribution would also inform recommendations for 
intervention programs especially in schools and other hospitals. Marital status, education level and 
employment status information were reported to identify trends that may possibly indicate whether 
these can indeed be protective factors behind suicidal behavior as reported widely in the western 
literature. Psychiatric diagnosis was also noted to identify types of mental illness reported by 
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patients who were involved in suicidal behavior, therefore enabling early diagnosis and prevention 
to be done. Knowing the methods used in suicide is useful for future preventive work and finally, 
the reasons for suicidal behavior will be useful for future research especially in the area of 
identifying risks and protective factors. 
 
 
2.4 RESULTS 
 
The review of seventy-one studies undertaken in the last four decades on suicide behavior in 
Malaysia will be presented using 4 main themes, namely: 
 
2.4.1 Suicide ideation and intent in Malaysia 
2.4.2 Suicide attempts in Malaysia 
2.4.3 Completed suicide in Malaysia 
2.4.4 Other information on suicide behavior in Malaysia from reviews and reports 
 
 
2.4.1 Suicidal ideation/intent 
 
Thirteen studies which were published from 1997 to 2011 fulfilled the criteria for inclusion in 
research on suicidal ideation and intent in Malaysia (note: some studies had findings that cut across 
all four themes, thus the total N across themes totals more than 69 studies) (See Table 2.1). A total 
of 26,051 subjects were represented across the 13 studies. The sample size in each study ranged 
from 50 (study 2 and 6) to 20,552 (study 13). Six out of 13 were studies conducted on subjects who 
visited doctors or were admitted due to suicide attempts. There were more female subjects in seven 
studies (see Table 2.1, study 1a, 5, 6, 8, 10, 11 and 12); with the reverse happening (more males) in 
two other studies (study 2 and 7). Three studies (study 4, 9 and 13) did not mention the sex 
distribution of the subjects, and one study (study 3) conducted in prison was only represented by 
male subjects. Scales to measure suicidal behavior were used in ten studies (indicated by an asterix 
* on top of these numbers, 1,3, 4, 5, 6, 7, 8, 10, 11 and 12) but none of these scales were validated 
for use in Malaysia. The age of subjects were reported in 8 studies ranging from less than 19 years 
to more than 50 years old. In terms of marital status, 218 subjects were singles, 173 married, 62 
were divorced, separated or widowed with eight studies not including the marital status of the 
subjects (see Table 2.1). On ethnicity, Malays were represented by 2601 subjects followed by 
Chinese (N =1468), Indians (N =913) and finally other ethnicities (N=100). In terms of educational 
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level and employment status, 5072 of the subjects had a secondary level of education with four 
studies without the information on education level while 254 subjects were employed, 4509 were 
students with 6 studies were without the employment status of the subjects. Three hundred and 
twenty two subjects had some form of mental illness and subjects with some form of neurotic 
disorders were the highest in number (N=106) followed by substance abuse (N=102). One hundred 
and forty four subjects had attempted suicide using various methods such as poisoning, hanging and 
cutting. Reasons for suicidal behavior included depression, wanting to relieve themselves of pain or 
discomfort or problems related to heroin or substance abuse (174 subjects). 
 
Peng and Chia (1997) studied 124 suicide attempters and reported that 11 (8.8%) of them had high-
risk scores while 55 (44.4%) had medium risk scores on the Suicide Intent Scale and there was a 
strong correlation between suicide intent scores and depression scores. Zuraida and Ahmad (2007) 
concluded religious salience was a protective factor against suicide ideation. Clinically depressed 
patients who were religiously salient scored lower in suicidal ideation score compared to non-
religiously salient patients. Habil (1998) found that 19 (38%) out of 50 heroin dependents in his 
study expressed some form of suicidal tendencies. Meanwhile Azizul (2001) reported that out of 
150 prisoners in his study, 15 (10%) had a wish to die and their suicide ideation scores were 
moderately correlated with degree of depression. A total of three (5%) Type 2 Diabetes Mellitus 
patients had suicidal ideation and 11 (18%) had suicidal ideation and depression. Both depression 
and suicide ideation were highly associated with each other (Ong, 2004). 
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Table 2.1: Studies on suicidal ideation/intent 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
*1a. Peng et 
al. (1997) 
 
 
 
 
 
 
 
 
 
hospital 
admission 
124 F (94) 
M (30) 
11-15 (3) 
16-20 (39) 
21-25 (28) 
26-30 (26) 
31-35 (16) 
36-40 (7) 
41-45 (1) 
46-50 (1) 
51-55 (2) 
>55 (1) 
MR (49) 
SL (64) 
D (8) 
C (3) 
IN (64) 
CH (35) 
ML (21) 
OT (4) 
P (30) 
S (85) 
T (8) 
NN (1) 
E (82) 
U (33) 
ST (9) 
Substance Use disorder (5) 
Schizophrenia (7) 
Major depression (7) 
Affective disorder (2) 
Dysthymic disorder (23) 
Anxiety disorders (3) 
Adjustment disorders (3) 
Poisoning (114) 
Injury (8) 
Both (2) 
Claimed accidental (5) 
Relief of pain or discomfort (9) 
Intent self harm (105) 
Psychotic (5) 
2. Habil 
(1998) 
 
 
 
 
hospital visit 50 M (47) 
F (3) 
<19 (1) 
20-29 (14) 
30-39 (15) 
>40 (20) 
SL (28) 
MR (20) 
SP/D (2) 
CN (18) 
ML (22) 
IN (9) 
OT (1) 
P (6) 
S (42) 
T (2) 
U (20) 
E (30) 
NG Overdose/Poisoning (7) 
Hanging/Cutting (8) 
Multiple Methods (5) 
Heroin related problems (44) 
Depression (3) 
HIV positive (3) 
*3. Azizul 
(2001) 
 
 
 
 
 
 
Prison 150 M (150) 20-29 (49) 
30-39 (64) 
40-49 (36) 
50-59 (1) 
SL (80) 
MR (44) 
D/SP (26) 
ML (93) 
CH (23) 
IN (22) 
OT (12) 
P (35) 
S (107) 
T (4) 
IE (4) 
U (56) 
E (94) 
Antisocial personality disorder (24) 
Borderline Personality disorder (4) 
Major depressive disorder (9) 
Adjustment disorder (7) 
Dysthymic disorder (1) 
Schizophrenia (1) 
Substance abuse (105) 
NG NG 
*4. Hanizam 
et al. (2003) 
 
School 233 NG 17 NG NG S (233) NG NG NG NG 
*5. Aishvarya 
et al. (2003a) 
 
University 139 F (90) 
M (49) 
22-25 NG NG T (139) NG NG NG NG 
*6. Aishvarya 
et al. (2003b) 
 
School 50 F (26) 
M (24) 
NG NG NG NG NG NG NG NG 
*7. Sharifah 
(2003) 
 
 
 
 
hospital 
admission 
70 M (38) 
F (32) 
<21 (2) 
21-30 (17) 
31-40 (25) 
41-50 (22) 
>50 (4) 
SL (45) 
MR (13) 
D/W (12) 
ML (29) 
CH (23) 
IN (18) 
P (10) 
S (54) 
T (6) 
U (40) 
E (27) 
HW (3) 
Schizophrenia (70) NG NG 
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Table 2.1: Studies on suicidal ideation/intent (continued) 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
            
*8. Ong 
(2004) 
 
 
 
 
hospital visit 62 M (25) 
F (37) 
30-34 (2) 
35-39 (2) 
40-44 (5) 
45-49 (2) 
>50 (51) 
SL (1) 
MR (47) 
W (14) 
ML (29) 
CH (21) 
IN (11) 
OT (1) 
P (20) 
S (27) 
T (10) 
NN (5) 
U (41) 
E (21) 
NG NG NG 
9. Maniam 
(2005) 
 
primary care 
clinic 
NG NG NG NG NG NG NG NG NG NG 
*10. Paul 
(2005) 
 
 
 
 
 
School 4500 F (2411) 
M 
(2089) 
12-19 NG ML 
(2335) 
CH 
(1312) 
IN (771) 
OT (82) 
S (4500) ST (4500) NG NG NG 
*11. Tan et. al. 
(2006) 
 
 
Hospital 70 F (59) 
M (11) 
NG NG ML (55) 
IN (8) 
CH (7) 
P (2) 
S (24) 
T (44) 
NG NG NG NG 
*12. Zuraida 
et al. (2007) 
 
 
Hospital 51 M (16) 
F (35) 
NG NG CH (29) 
ML (17) 
IN (10) 
NG NG Major depression/bipolar 
depression (51) 
NG NG 
13. Maniam et 
al. (2011) 
 
general 
population 
20552 NG NG NG NG NG NG NG NG NG 
Notes: 
N: Number  
NA: Not Available 
NN: None 
NG: Not given 
NK: Not Known 
 
SP: Separated 
PL: Polygamy 
SL: Single 
MR: Married 
W: Widow 
C: Cohabit 
D: Divorced 
CN: Chinese 
IN: Indian 
ML: Malay 
SB: Sabahan 
IND: Indonesian 
FR: Foreigner 
 
KD: Kadazan 
BJ: Bajau 
IB: Iban 
BD: Bidayuh  
F: Female 
M: Male 
 
U: Unemployed 
HW: Housewife 
ST: Students 
OT: Others 
E: Employed 
 
 
P: Primary 
S: Secondary 
T: Tertiary 
V: Vocational 
IE: Informal Education 
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Meanwhile, 13 (18.6%) out of 70 migraine patients were found to have suicidal ideation traits 
when compared with those who did not have a migraine in the control group with 59 (84.6%) 
of those with suicidal ideation being females (Tan, Suganthi, Aishvarya, Rizal & Raymond, 
2006). Sharifah (2003) found a correlation between suicidal ideation scores and depression 
scores of schizophrenic inpatients at the Kuala Lumpur Hospital. The study also showed a 
significant positive relationship between history of previous suicide attempts, depressive sub 
scores and suicidality. Finally, in the study of 4500 school adolescents, 315 (7%) adolescents 
were found to be considering attempting suicide seriously. Female adolescents rather than 
male adolescents were more likely to put their suicidal thoughts into action (Paul, Lai, Kam 
&  Jagmohni, 2005). 
 
In summary, suicide ideation/intent among suicide attempters, heroin dependents, psychiatric 
patients, school students, prisoners and patients with diabetes or migraines indicate that rates 
of suicide ideation/intent are noticeable in these populations. Depression is also found to be 
strongly associated with suicidal ideation/intent in most of the studies. These findings 
indicate that the severity of depression may contribute to higher rates of attempted suicide, 
repeated suicide attempts and finally completed suicide. Awareness by health professionals 
and the community of people’s suicide ideation/intent would help them provide better access 
to psychiatric and psychological services that may result in an overall reduction in the rate of 
suicidal behavior. 
 
2.4.2 Suicide attempts 
 
A total of 36 studies from the year 1969 to 2011 fulfilled this review’s inclusion criteria on 
attempted suicide in Malaysia (see Table 2.2). Sixty three percent (23) of the data were 
mainly gathered from government hospitals during their admission of suicide patients after 
the suicide attempt, and 12 (34%) were retrospective data from hospital charts and 
pathological records. The remaining 1 (3%) were gathered from subjects’ hospital visits. A 
total of 10041 suicide attempters were studied across the 36 studies, sample sizes ranging 
from 4485 (study 39a) to a 1 person (study 29). Six studies (study 28, 1b, 33, 41, 44, 45) used 
recognized scales to measure suicidal behaviors like the Suicide Intent Scale, Scale For 
Suicidal Ideation, Hopelessness Scale and Reasons for Living Inventory. However, none of 
these studies validated these scales for use in a Malaysian context. Seven studies did not 
provide the sex components of their sample (14a, 16a, 22a, 25a, 33, 34 and 39a), 3 studies 
only had female subjects (29, 41, 44) and one study (study 24) only had male subjects. Of the 
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remaining studies, 23 studies reported more female (N=2589) than male attempters (N=992). 
According to American Foundation For Suicide Prevention (2012), women attempt suicide 
three times as often as men and this is consistent with findings on studies among suicide 
attempters in Malaysia. The fact that depression affects women about twice as often as men 
and that Malaysian women ranked third when compared to men who ranked tenth on 
depression as the most disabling disease (Malaysian Psychiatric Association, 2008) might be 
a possible explanation for the higher rates of suicide attempts among females in Malaysia. 
While the age group of suicide attempters was not reported / available in seventeen studies, 
other studies reported that the highest number of attempters clustered within the age range of 
20- 30 years old. Sixteen studies (see Table 2.2, column 6) did not report the marital status of 
attempters. Study 30 was only conducted among married couples meanwhile study 32 did not 
have attempters who were single. Generally, there were more single attempters (N=1031) 
than married (N=701) ones. This may indicate that in Malaysia, marriage can also serve as a 
protective factor from suicide behavior consistent with findings by Lorant (2005) and Nisbet 
(1996). On ethnicity, the highest number of suicide attempters were Indians (N=1640), 
followed by the Chinese (N=1208), Malays (N=673) and other ethnicities. Maniam (in 
Vijayakumar,2003), listed some of the risk factors among Malaysian Indians which can 
explain higher number of suicide attempts in this group, including: poverty (a majority of 
Indians are from the lower social class), alcoholism (this problem is the highest among the 
Indian ethnic group and it is well known as a contributory factor to the development of 
depression as well as ranking high as a risk factor for suicide), psychiatry morbidity, caste 
issues , other social distress, cultural and religion factors and attitudes to suicide. On the other 
hand, it is much more difficult for Muslims (Malays) to attempt suicide since it against their 
religion. Education also marked some differences, with 32 (89%) of the studies showing that 
suicide attempters had a secondary level of education compared to primary and tertiary. 
There were more employed suicide attempters  (N=656) than unemployed ones (N=396). The 
remaining (N=81) were students and homemakers. Unemployment has been associated with a 
higher likelihood of attempted suicide (Kraut, 2003) while employment has been known to 
act as the protective factor for suicide attempters (Benda, 2003). However, studies reviewed 
may indicate that this may not be the case in Malaysia and may be explained by the high 
level of job stress among workers in Malaysia (Zafir, 2009).  
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Table 2.2: Studies of attempted suicide in Malaysia 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
14a. Amara 
singham. et al. 
(1969) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Department 
of Chemistry 
666 NG NG NG NG NG NG NG Arsenic (308) 
Formic acid (232) 
Caustic Alkali (232) 
Organo phosphorus 
insecticides (207) 
Chlorinated insecticides 
(115) 
Barbiturates (99)  
sulphuric acid (61) 
Non-barbiturate hypnotics 
(38) 
Ammonia (32) 
Acetyl salicylic acid (23) 
Methyl salicylate (21) 
Opium alkaloids (18) 
Hydrochloric acid (10) 
NG 
15. Simons et 
al. (1972) 
 
 
 
 
medical 
records 
94 F (62) 
M (38) 
NG SL (58) 
MR (33) 
W/D/SP 
(10) 
PL (3) 
CN (49) 
IN (22) 
ML (13) 
OT (10) 
P (19) 
S (49) 
T (5) 
V (10) 
NK (11) 
NG Schizophrenia (37) 
Neurosis (30) 
Behavior disorder (15) 
Major effective illness (11) 
Mental retardation (1) 
NG NG 
16a. Amara 
singham et al. 
(1976) 
 
Department 
of Chemistry 
620 NG NG NG NG NG NG NG NG NG 
17. Murugesan 
et al. (1978) 
 
 
 
 
 
hospital 
admission 
94 F (24) 
M (70) 
10-14 (5) 
15-24 (62) 
25-34 (18) 
35-44 (7) 
45-54 (1) 
55> (1) 
SL (54) 
MR (36) 
W/SP (3) 
IN (62) 
CH (19) 
ML (11) 
OT (2) 
P (39) 
S (40) 
T (2) 
E (44) 
U (40) 
Psychosis (6) 
Neurosis (20) 
Personality disorder (20) 
Alcohol addiction (6) 
Insecticide (27) 
Psychotropics (23) 
Detergent (14) 
Iiniment (11) 
Others (20) 
Domestic conflicts (31) 
Love affairs (29) 
Alcohol addiction (6) 
Illness (5) 
Work (4) 
Others (6) 
18. Haq et al. 
(1980) 
hospital 
admission 
140 F (104) 
M (36) 
15 – 20 (48) 
22 -31 (54) 
SL (78) 
MR (54) 
CH (59) 
IN (42) 
ML (39) 
NG NG NG Poisons (48) 
Drugs (73) 
Cutting, stabbing, hanging, 
jumping (19) 
Jilted (41) 
Marital problems (35) 
Family problems (23)  
Psychotic (13) 
Others (28) 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
19. Yeoh 
(1981) 
hospital 
admission 
74 F (48) 
M (26) 
10 – 15 (2) 
16 – 25 (38) 
26 – 35 (15) 
36 – 45 (10) 
46 – 55 (3) 
55> (8) 
SL (38) 
MR (31) 
SP/W (5) 
CH (47) 
IN (20) 
ML (7) 
NG E (32) 
U (16) 
HW (19) 
ST (7) 
Depressive neurosis (10) 
Other neuroses (1) 
Psychoses (12) 
Personality disorder (1) 
Organic psychosis (1) 
Drug addiction (5) 
Situational stress reaction (44) 
Psychotropics (19) 
Insecticides (12) 
Liniment (5) 
Detergent (4) 
Analgesics (4) 
Narcotics (1) 
Knife wounds (11)  
Hanging (7)  
Jumping (6) 
Other drugs (2) 
Other objects (3) 
 
Conflicts with elders (19) 
Health reasons (16)  
Marital conflict (12) 
Love disappointments (10) 
Financial problems 
unemployment (2) 
Drug addiction (2) 
Others (10) 
20. Orr et al. 
(1985a & b) 
hospital 
admission 
271 F (211) 
M (60) 
10 – 19 (54) 
20 – 29 (149) 
30 – 39 (42) 
40 – 49 (15) 
50 – 59 (7) 
60 – 69 (4) 
 
SL (135) 
MR (123) 
SP/D/W 
(13) 
IN (149) 
CH (87) 
ML (35) 
P (102) 
S (127) 
T (4) 
NN (30) 
E (154) 
U (98) 
ST (17) 
PS (2) 
NG Tranquilizers, sedatives 
(84) 
Other oral medicines (34) 
non-oral medicines (37)  
Harmful house hold 
compounds (54) 
Insecticides, weed killers 
(42) 
Physical injury (20) 
Unknown (19) 
 
Marital problems (75) 
Family problems (64) 
Relationships problems (41) 
Medical illness (25) 
Psychiatric illness (23) 
Accidental (20) 
Other (23) 
21a. Maniam 
(1988) 
hospital 
records 
134 F (81) 
M (53) 
NG NG IN (182) 
CH (41) 
ML (6) 
 
NG NG NG NG NG 
22a. Ong et al. 
(1992) 
hospital 
admission 
273 NG NA NA IN (130) 
CH (113) 
ML (21) 
OT (9) 
 
NA NA NA NA NA 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
23. Habil et al. 
(1992) 
hospital 
admission 
296 F (197) 
M (99) 
0 – 19 (52) 
20 – 39 (197) 
40 – 59 (37) 
60> (10) 
SL (145) 
MR (134) 
SP/D/W 
(17) 
IN (142) 
CH (120) 
ML (30) 
OT (4) 
NG NG Adjustment disorder (176) 
Alcohol and drug dependence (38) 
Schizophrenia (30) 
Affective disorders and grief (25) 
Physical disorders and complaints 
(18) 
Personality disorders (8) 
Obsessive compulsive disorder (1) 
Psychotropic (52) 
Analgesics (34) 
Other drugs (24) 
Detergent (35) 
Insecticide & pesticide 
(28) 
Agrochemicals (22) 
Other chemicals (7) 
Multiple drugs and 
chemical (49) 
Cutting and stabbing (18) 
Hanging (11) 
Ingestion of foreign objects 
like stones and blades (2) 
Burns (2) 
Combinations of physical 
and self poisoning (12) 
 
 
Depression form psychosocial 
stressors (175) 
Underlying schizophrenia (30) 
24. Azhar et 
al. (1992) 
hospital 
admission 
3 M (3) 18 (1) 
20 (1) 
 
NG NG NG NG NG NG NG 
25a. Maniam 
(1994a & b) 
hospital 
records 
151 NG NA NA IN (116) 
CH (29) 
ML (6) 
 
NA NA NA NA NA 
26. Hussain et 
al. (1994) 
hospital 
admission 
195 F (142) 
M (53) 
NA NA IN (93) 
CH (76) 
ML (23) 
OT (3) 
 
NA NA NA NA NA 
27. Habil 
(1995) 
hospital 
admission 
99 F (72) 
M (17) 
NA NA IN (54) 
CH (17) 
ML (13) 
OT (5) 
 
NG NA NA NA NA 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
*28. Nizam 
(1995) 
hospital 
admission 
78 F (59) 
M (19) 
15 -19 (23) 
20 – 24) (23) 
25 – 29 (12) 
30 – 34 (10) 
35 – 39 (4) 
40 – 44 (4) 
55 – 59 (1) 
65 – 69 (1) 
 
SL (55 ) 
MR (21) 
D/SP (1) 
W (1) 
IN (46) 
CH (18) 
ML (12) 
OT (2) 
T (2) 
S (72) 
P (1) 
NN (3) 
NG Psychoactive substance use 
disorder (1) 
Schizophrenia (1) 
Mood disorder (24) 
Impulse control disorder (1) 
Adjustment disorder with 
depressed mood (48) 
Medicine (44) 
Chemicals (32) 
Injury (2) 
Relief discomfort (16) 
Psychotic (1) 
Others (61) 
29. Maniam 
(1996) 
Hospital 1 F (1) 35 M (1) NG NG E (1) Depression (1) Contracting AIDS depressed 
30. Hussain et 
al. (1997) 
hospital 
admission 
146 F (115) 
M (31) 
21 < (5) 
22 – 30 (46) 
31 – 40 (55) 
41 -50 (24) 
51 > (16) 
M (146) IN (68) 
CH (54) 
ML (23) 
OT (1) 
NG NG Adjustment disorder (98) 
Major affective disorder (26) 
Alcohol dependent syndrome (12) 
Schizophrenia (8) 
Premenstrual tension (2) 
Overdose (74) 
Poisons ingestion (44) 
Physical harm (25) 
Multiple methods (3) 
 
 
Extra marital affairs (42) 
Underlying psychiatry 
conditions (39) 
Problems due to other family 
members (22) 
Financial problems (16) 
Physical illnesses (11) 
Spouse abuse (16) 
 
*1b. Peng et 
al. (1997) 
hospital 
admission 
124 F (94) 
M (30) 
11 – 15 (3) 
16 – 20 (39) 
21 – 25 (28) 
26 – 30 (26) 
31 – 35 (16) 
36 – 40 (7) 
41 – 45 (1) 
46 – 50 (1) 
51 – 55 (2) 
<55 (1) 
 
MR (49) 
SL (64) 
D (8) 
C (3) 
IN (64) 
CH (35) 
ML (21) 
OT (4) 
P (30) 
S (85) 
T (8) 
NN (1) 
E (82) 
U (33) 
ST (9) 
 
Substance use disorder (5) 
Schizophrenia (7) 
Major depression (7) 
Affective disorder (2) 
Dysthymic disorder (23) 
Anxiety disorders (3) 
Adjustment disorders (3) 
Poisoning (114) 
Injury (8) 
Both (2) 
Claimed accidental (5) 
Relief of pain or discomfort (9) 
Intent self harm (105) 
Psychotic (5) 
31. Zuraida 
(2000) 
hospital 
admission 
60 F (52) 
M (8) 
NG MR (26) 
SL (34) 
IN (29) 
CH (19) 
ML (12) 
P(1) 
S (43) 
T (6) 
E (33) 
U/ST (13) 
HW (14) 
Adjustment disorder with 
depressed mood (38) 
Acute stress reaction (11) 
Major depression (10) 
Schizophrenia (1) 
 
NG NG 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behaviour 
Reasons 
32. Siow 
(2001) 
hospital 
records 
16 F (11) 
M (5) 
60 – 69 (10) 
70 – 79 (6) 
MR (6) 
SP (3) 
W (7) 
CH (10) 
IN (5) 
OT (1) 
P (6) 
S (4) 
NN (6) 
NG Major depression (13) 
Adjustment disorder with 
depressed mood (2) 
Chronic schizophrenia (1) 
Drug over dose (5) 
Poison (5) 
Throat slashing (2) 
Cut wrists (2) 
Hanging (1) 
Jumping (1) 
 
Quarrel with families (6) 
Ill health (5) 
Depressed (5) 
*33. Koh et al. 
(2002) 
hospital 
admission 
40 NG NG NG ML (16) 
CH (14) 
IN (8) 
OT (2) 
 
NG NG NG Self poisoning (92) 
Wrist slashing and 
jumping from height (10) 
NG 
34. Fatah 
(2002) 
medical 
records 
51 NG NG NG NG NG NG NG NG NG 
35a. Kok et al. 
(2003) 
hospital 
admission 
330 F (219) 
M 
(111) 
15 < (26) 
16 – 20 (105) 
21 – 30 (110) 
31 – 40 (57) 
41 – 50 (19) 
51 > (13) 
NG CH (139) 
ML (109) 
IB (36) 
BD (26) 
OT (20) 
NG NG Depressive features (47) 
Schizophrenia (11) 
NG NG 
36. Salleh et 
al. (2005) 
hospital 
admission 
50 F (40) 
M (10) 
16 – 25 (30) 
<30 (34) 
SL (27) 
MR (17) 
D (5) 
W (5) 
IN (40) 
CH (16) 
ML (12) 
OT (2) 
NG E (20) 
U (30) 
Dysthymia (4) 
Major depression (15) 
Adjustment disorder (30) 
NG NG 
37. Fathel et 
al. (2005) 
hospital 
record 
249 F (177) 
M (72) 
NG NG CH (118) 
ML (43) 
IN (78) 
 
NG NG NG NG NG 
38. Sorketti et 
al. (2007) 
hospital 
admission 
77 F (57) 
M (20) 
NG MR (49) 
SL (20) 
CH (37) 
IN (29) 
 ML (11) 
NG E (36) 
U (36) 
Adjustment disorder (38) 
Major depression (24) 
Other diagnoses (15) 
 
Self –poisoners (52) 
Self-cutters (25) 
Relationship problems (54) 
Employment problems (12) 
Health related problems (11) 
39a. Rajasuriar 
et al. (2007) 
hospital 
records 
448
5 
NG NG NG NG NG NG NG NG NG 
40. Fathel et 
al. (2008) 
hospital 
admission 
320 F (225) 
M (95) 
>45 (295) NG NG NG NG NG NG NG 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
*41. Ainsah et 
al. (2008) 
hospital 
admission 
86 F (86) 18 – 23 (50) 
24 – 29 (23) 
30 – 35 (3) 
36 – 44 (7) 
45 (3) 
MR (34) 
SL (52) 
ML (36) 
IN (32) 
OT (18) 
NN/P (19) 
S (46) 
T (21) 
E (67) 
U (19) 
Major depression (20) 
Dysthymia (7) 
Panic disorder (3) 
Agoraphobia (1) 
Co-morbid diagnoses (4) 
Alcohol abuser (1) 
Substance abuser (1) 
 Bulimia nervosa (2) 
Generalized anxiety disorder (1) 
 
Self-poisoning (78) 
Self-injury (6) 
Both (2) 
NG 
42. Hamidin et 
al. (2008) 
hospital 
admission 
50 F (39) 
M (11) 
NG MR (15) 
SL (35) 
IN (26) 
ML (20) 
CH (4) 
S (33) NG Major depressive disorder (11) 
Dysthymia (1) 
Alcohol abuse (2) 
Generalized anxiety disorder (1) 
Co-morbidity (5) 
 
Self-poisoning (48) 
Self-injury (2) 
NG 
43a. Teo et al. 
(2008) 
hospital 
records 
189 F (137) 
M (52) 
<20 (68) 
21 – 30 (69) 
31 – 40 (35) 
41 – 50 (9) 
51 – 60 (5) 
> 60 (3) 
NG IN (122) 
CH (35) 
ML (25) 
FR (7) 
NG NG NG Drugs (83) 
House hold products (22) 
Pesticide (55) 
Carbon monoxides (4) 
Drowning (4) 
Hanging (23) 
Injuries by sharp objects 
(2) 
Others (39) 
 
Problems: 
Relationship (108) 
Health (18) 
Financial (6) 
At work (2) 
At school/exams (1) 
Not recorded (54) 
*44. Maisarah 
(2008) 
hospital 
admission 
80 F (80) 
 
≤ 20 (25) 
> 20 (55) 
SL (64) 
MR (16) 
 
ML (36) 
IN (35) 
CH (9) 
 
P (6) 
S (47) 
V (7) 
T (20) 
E (64) 
U (16) 
NG Drugs overdose (48) 
Insecticide & pesticide 
(16) 
Household products (13) 
Wrist cutting (3) 
 
NG 
*45. Kannan 
et al. (2010) 
hospital 
admission 
42 F (39) 
M (3) 
NG SL (24) 
MR (13) 
D (3) 
SP (1) 
KD (12) 
ML (4) 
CH (3) 
BJ (15) 
SB (5) 
IND (3) 
 
NG E (33) 
U (9) 
NG NG NG 
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Table 2.2: Studies of attempted suicide in Malaysia (continued) 
 
Study 
 
Methodology Sam
ple 
Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
            
46. Zyoud et 
al. (2010) 
hospital 
records 
177 F (149) 
M (28) 
<20 (66) 
20 – 30 (88) 
>30 (23) 
SL (140) 
MR (34) 
D (3) 
ML (89) 
IN (43) 
CH (40) 
OT (5) 
 
NG E (91) 
U (86) 
NG NG NG 
47. Zyoud et 
al. (2010) 
hospital 
records 
280 F (235) 
M (45) 
NG NG NG NG NG Major depression (30) 
Adjustment disorder (128) 
Anxiety disorder (10) 
 
NG NG 
48. Hamidin et 
al. (2011) 
hospital 
admission 
50 F (39) 
M (11) 
NG MR (15) 
SL (35) 
IN (26) 
ML (20) 
CH (4) 
S (33) NG Major depressive disorder (11) 
Dysthymia (1) 
Alcohol abuse (2) 
Generalized anxiety disorder (1) 
Co-morbidity (5) 
Self-poisoning (48) 
Self-injury (2) 
Personal illness issues (1) 
Family illness (11) 
Interpersonal issues (47) 
Work issues (12) 
 Financial (14) 
Others (8) 
Notes: 
N: Number  
NA: Not Available 
NN: None 
NG: Not given 
NK: Not Known 
 
SP: Separated 
PL: Polygamy 
SL: Single 
MR: Married 
W: Widow 
C: Cohabit 
D: Divorced 
 
CN: Chinese 
IN: Indian 
ML: Malay 
SB: Sabahan 
IND: Indonesian 
FR: Foreigner 
 
KD: Kadazan 
BJ: Bajau 
IB: Iban 
BD: Bidayuh  
F: Female 
M: Male 
 
U: Unemployed 
HW: Housewife 
ST: Students 
OT: Others 
E: Employed 
 
 
P: Primary 
S: Secondary 
T: Tertiary 
V: Vocational 
IE: Informal Education 
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One thousand and seven (17%) subjects of a suicide attempt were diagnosed with some form 
of mental illness ranging from adjustment disorder to schizophrenia. Suicide methods used 
by such persons, include self poisoning 32 (89%) using weedkillers, pesticides, insecticides, 
house hold products, psychotropic drugs and other chemicals. Suicide attempts using 
agricultural poisons were also high due to its availability, which is often carelessly stored in 
high concentrations in farming communities (Maniam, 1988). Other methods used by the 
attempters include wrist cutting, drowning, jumping from height and inflicting other injuries. 
Finally reasons for attempting suicide were recorded in 11 studies and the most common 
reasons, 46% (N=646) were due to conflicts with spouse, lover, family members and at  the 
work place.  
 
There were other interesting findings from the review. Nizam (1995), for example, found that 
74% of the subjects of the suicide attempts in his study did not know how to access 
counseling services even when 53% of them have heard about such services from the media.  
Hussain & Zafri (1997) also reported that 60% of married suicide attempters had been 
married for more than ten years. It was also noted that sixty percent of them had two or less 
children. Zuraida (2000), focused on poor social network as a risk factor for suicide behavior, 
emphasizing the importance of evaluating a patient’s social support system as part of the 
management plan for these subjects. Meanwhile Salleh, Osman & Maniam’s study (2005) 
provided some evidence for the value of teaching patients coping skills in the reducing future 
risk of suicide. This is consistent with Kannan, Pillai, Gill, Hui & Swami’s (2010) findings 
showing how coping skills (task oriented), religious beliefs and responsibility to family 
served as protective factors  for  patients in Kota Kinabalu, Sabah. Maisarah (2008) also 
reported religiosity as the protective factor among suicide attempters. Other factors such as 
being a non Malay, staying away from parents, media exposure, stress, poor coping skills and 
not seeking professional’s help were found to be risk factors for suicide behavior among 
adolescents. Koh (2002) found that among such attempters in his study who were admitted to 
the University Malaya Medical Centre, the Indian population had the lowest scores for 
staying alive after the attempt. The Indian were also found to have the highest scores on the 
suicide ideation scale. Sorketti & Zuraida (2007) reported that there were significant 
differences between the motives among parasuicides for self-poisoning and self-cutting. 
Meanwhile, Ainsah, Norharlina & Osman (2008) studied the relationship between the 
menstrual cycles and deliberate self-harm. The authors reported that deliberate self-harm was 
significantly associated with the menstrual cycle at the follicular phase, menarche with a later 
onset and menses with shorter duration. Personality traits of sensitivity, impulsivity and 
worthlessness, and personality disorders of paranoid and borderline types were found to be 
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common in deliberate self harm patients by Hamidin and Maniam (2008). The authors also 
reported that there was a high prevalence of life events among parasuicide patients when 
compared to medically ill patients especially during the month prior to their admission to the 
hospital (Hamidin & Maniam, 2011). 
 
In summary, it should be noted that most 27 (76%) of the studies on suicide attempt were 
descriptive studies that looked at socio demographic data, psychiatric illness, methods and 
reasons for suicide attempts. There is a clear need for more empirical studies that can explore 
suicide behavior in Malaysia in greater depth, including exploring the relationships between 
suicide attempt and mental illness, physical illnesses, risk factors and protective factors. 
Another gap is the lack of scale validation that can give reliable and valid detection of 
suicidal behavior among Malaysians. Ideally, the government needs to pay more attention to 
treating mental illnesses especially depression in the community in order to prevent suicidal 
behavior. Meanwhile psychiatric and psychological services need to include behavioral 
management such as enhancing social support, problem solving skills and coping skill 
techniques in their management. The decision by Malaysian government to ban paraquat in 
the 2002 was good one in order to limit access to this product. 
 
*study 48 is part of study 42 with the same subjects thus only N of one study was included 
into the total 
 
 
2.4.3 Completed suicide 
 
Studies on completed suicide in the past four decades are rather limited in Malaysia. Only a 
total of 17 studies (see Table 2.3) from the year 1969 to 2011 were reviewed. Information for 
these studies was mainly gathered from hospital records 9 (50%), and the remaining data 
were obtained from the Department of Chemistry, Ministry of Health and autopsy reports. 
There were a total of 3398 suicide victims including known 334 females and 661 males, and 
the sex distribution of the victims was not available in 6 (see Table 2.3, column 4, study 14b, 
16b, 22b, 25b, 35b and 39b) studies. This is consistent with international literature showing 
more male suicide victims compared to female. In terms of age, the highest number of 
suicide completers was in the category of young adults in the age range of 20-30 years.  
Marital status (see Table 2.3, column 6) of the victims was not available in 15 studies and the 
remaining 2 studies had 55 victims who were single, 57 were married and 3 were separated/ 
divorced/widowed. Contrary to international literature, where suicide is usually committed by 
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people who are single (WHO, 2002) the data showed that the number of married persons was 
higher compared to the others. On ethnicity, the highest number of such completers were 
found to be the Chinese (N= 571) followed by the Indians (N=465) with 60 Malays and 55 of 
other races. Only one study (study 1c) mentioned the education level of the victims with five 
from the primary level and five from the secondary level. Meanwhile only 3 (study 50, 1c, 
and 51) studies had data on employment status of the victims where 90 were employed, 39 
being unemployed, 7 housewives and 3 students. Zain (1991) found 59% of inpatients who 
committed suicide had the diagnosis of schizophrenia, five with depression, seven with 
physical illness and depression and five with other psychiatric diagnosis.  
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Table 2.3: Studies of completed suicide in Malaysia 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
14b. Amara 
singham et al. 
(1969) 
 
Department 
of Chemistry 
730 NG NG NG NG NG NG NG NG NG 
49. Teoh 
(1974) 
 
 
 
 
coroner’s file 264 F (90) 
M (174) 
NG NG CH (152) 
IN (94) 
ML (14) 
OT (4) 
NG NG NG Hanging (132) 
Caustic soda ingestion (34) 
Jumping from height (30) 
Swallowing insecticides 
(21) 
NG 
16b. Amara 
singham 
(1976) 
Department 
of Chemistry 
1129 NG NG NG NG NG NG NG Insecticides 
organophosphorus (316) 
Formic acid (295) 
Arsenic (271) 
Insecticide organochlorine 
(206) 
Sodium carbonate (144) 
Barbiturates (124) 
Weedicides/fungicides 
non-barbiturate (82) 
Hypnotics (57) 
Acetyl salicyclic acid/ 
salicyclic acid (47) 
Phenols (46) 
Methyl salicyclate (37) 
Sulphuric acid (27) 
Methyl Alcohol (24) 
Tranquillisers (24) 
Opium Alkaloids (22) 
Detergents (140) 
Chloroquine (13) 
 
NG 
21b. Maniam 
(1988) 
hospital 
records and 
police 
register 
 
95 F (37) 
M (58) 
NG NG IN (77) 
CH (17) 
ML (1) 
NG NG NG NG NG 
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Table 2.3: Studies of completed suicide in Malaysia (continued) 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
50. Zain 
(1991) 
hospital 
records 
41 F (14) 
M (27) 
16 – 25 (9) 
26 – 35 (19) 
36 – 45 (8) 
> 45 (5) 
SL (20) 
MR 
(17) 
SR/D/
W (2) 
 
 
CH (29) 
ML (7) 
IN (5)  
NG E (18) 
U (13) 
HW (7) 
ST (3) 
Schizophrenia (24) 
Depression (5) 
Others (5) 
Physical + depression (7) 
Jumping (13) 
Hanging (26) 
Others (2) 
Quareling (6) 
Physical illness (5) 
Psychiatric disorder (4) 
Unknown (26) 
 
22b. Ong et al. 
(1992) 
Ministry of 
Health 
77 NG NA NA CH (44) 
IN (23) 
ML (3) 
OT (7) 
 
NA NA NA NA NA 
25b. Maniam 
(1994 a & b) 
hospital 
records and 
police 
register 
 
83 NG NA NA IN (70) 
CH (7) 
ML (3) 
NA NA NA NA NA 
1c. Peng et al. 
(1997) 
hospital 
admission 
14 F (7) 
M (7) 
16 – 20 (2) 
21 – 25 (3) 
26 – 30 (4) 
31 – 35 (3) 
36 – 40 (1) 
46 – 50 (1) 
 
NG IN (13) 
CH (1) 
P (5) 
S (5) 
U (2) 
E (12) 
NG Poisoning (114) 
Injury (8) 
Both (2) 
NG 
51. Nadesan 
(1999) 
autopsies 
report 
84 F (39) 
M (45) 
< 20 (12) 
21 -30 (23) 
31 – 40 (23) 
41 – 50 (8) 
51 – 60 (9) 
61 -70 (4) 
>70 (4) 
 
MR 
(40) 
SL (35) 
D/W (1) 
NA (6) 
  
IN (41) 
CH (32) 
ML (3) 
OT (8) 
NG U (24) 
E (60) 
Some form of mental illness 
ranging from depression, 
schizophrenia to suicidal tendency 
(47) 
NG NG 
52. Nadesan et 
al. (2001) 
autopsy 
report 
 
1 M (1) 50 NG CH (1) NG NG NG NG NG 
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Table 2.3: Studies of completed suicide in Malaysia (continued) 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
35b. Kok et al. 
(2003) 
hospital 
admission 
 
9 NG NG NG NG NG NG NG NG NG 
53. Hayati et 
al. (2004) 
post-mortem 
reports 
76 F (21) 
M (55) 
20 and below 
(7) 
21 - 30 (19) 
31 – 40 (13) 
41 – 50 (12) 
51 – 60 (10) 
61 – 70 (7) 
71 – 80 (2) 
81 – 90 (2) 
91 above (3) 
 
 
NG CH (40) 
IN (22) 
ML (9) 
OT (5) 
NG NG NG Poisoning (29) 
Jumping (17) 
Hanging (26) 
Others (4) 
NG 
39b. 
Rajasuriar et 
al. (2007) 
 
 
hospital 
records 
362 NG NG NG NG NG NG NG NG NG 
43b. Teo et al. 
(2008) 
hospital 
records 
43 F (8) 
M (35) 
<20 (1) 
21 – 30 (6) 
31 – 40 (15) 
41 – 50 (7) 
51 – 60 (4) 
>60 (7) 
Unkwown (3) 
 
NG CH (12) 
IN (18) 
ML (3) 
OT (1) 
NG NG NG NG NG 
54. Murthy 
(2008) 
data from 
mortuary 
251 F (87) 
M (164) 
<20 (15) 
21 – 30 (83) 
31 – 40 (69) 
41 – 50 (44) 
51 – 60 (19) 
>60 (21) 
 
NG CH (120) 
IN (87) 
ML (16) 
OT (28) 
NG NG NG Jumping (85) 
Hanging (108) 
Poisoning (37) 
Others (21) 
NG 
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Table 2.3: Studies of completed suicide in Malaysia (continued) 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
55. Bhupinder 
(2010) 
Department 
of Forensic 
medicine 
138 F (30) 
M (95) 
20 – 24 (11) 
25 – 29 (9) 
30 – 34 (11) 
35 – 39 (17) 
40 – 44 (22) 
45 – 49 (13) 
50 – 54 (10) 
55 – 59 (18) 
60 – 64 (10) 
65 – 69 (8) 
70 – 74 (5) 
75 above (3) 
Unknown (1) 
 
NG CH (107) 
IN (15) 
ML (3) 
NG NG NG Burn (2) 
Drowning (15) 
Hanging (47)  
Jumping (65) 
Poisoning (9) 
NG 
56. Nor et al 
(2011) 
 
Hospital 1 F (1) NG NG NG NG NG NG Strangulation and jumping NG 
Notes: 
N: Number  
NA: Not Available 
NN: None 
NG: Not given 
NK: Not Known 
 
SP: Separated 
PL: Polygamy 
SL: Single 
MR: Married 
W: Widow 
C: Cohabit 
D: Divorced 
 
CN: Chinese 
IN: Indian 
ML: Malay 
SB: Sabahan 
IND: Indonesian 
FR: Foreigner 
 
KD: Kadazan 
BJ: Bajau 
IB: Iban 
BD: Bidayuh  
F: Female 
M: Male 
 
U: Unemployed 
HW: Housewife 
ST: Students 
OT: Others 
E: Employed 
 
 
P: Primary 
S: Secondary 
T: Tertiary 
V: Vocational 
IE: Informal Education 
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Meanwhile Nadesan (1999), reported that 56% of victims in his studies had some form of 
mental illness ranging from depression, schizophrenia to suicidal tendency. Eight studies 
reported the methods of suicide by the victims, which included ingestion of poison and 
chemicals (N=2119), hanging (N=339), jumping from heights (N=211), drowning (N=15), 
burning (N=2) and others (N=27). Only a single (study 50) study mentioned the breakdown 
of the reasons for committing suicide with six victims killing themselves because of some 
family conflict, five due to physical illness and four due to psychiatric illness. 
 
To sum up this section, it is noticeable that psychiatric illness still remains an important cause 
in suicide. It is clear that the suicide intent of psychiatric inpatients need to be evaluated to 
help in their management (monitoring and treatment), a factor which, would reduce 
completed suicide in psychiatric wards.    
 
 
2.4.4 Reviews and reports  
 
A total of 13 (see table 2.4) studies ranging from reviews, reports and studies looking at 
suicidal behaviors among other populations besides suicide attempters or completers from the 
year 1995 to 2012 were also included under this review. The sources of the data were not 
indicated in two studies (study 59 and 66) whereas the remaining data were collected from 
hospital records (study 58, 63 and 64), psychiatric wards (study 67) among patients with the 
diagnosis of depressive disorders, statistic department (study 57), higher learning institutes 
(study 65 and 66) and finally three studies were library reviews (study 60, 61 and 62). Six 
studies (55, 58, 60, 61,62 and 63) did not provide any other information of the studies except 
the source of data. The sample size was eight hundred and fifty one with 612 females and 239 
males from three studies (study 65, 67 and 68). The ages, of the subjects were 18 - 56 in 
study 65, meanwhile subjects in study 68 were within the range of 18 – 20 year. In terms of 
marital status (see Table 4, column 6), subjects in study 67 were all married (N=50) 
meanwhile in study 68, there was only one subject who was married with the remaining 89 
single. Information on ethnicity, education level and employment of subjects were only 
available in study 67 and 68 with 39 Malays, 83 Chinese and 23 Indians, 8 with primary 
education, 87 with secondary, 69 with tertiary and one with no education In terms of 
employment status, eight (N=8) subjects were unemployed, fifty (N=50) employed, eleven 
(N=11) housewives and 96 were students.  
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Maniam (1995) commented on the drastic drop of crude suicide rates in West Malaysia 
between the years 1966-1974 and 1975-1990. The author believes that the misclassification 
of medically certified suicides as deaths due to “undetermined violent deaths” (refers to 
violent deaths which not known to be accidenty or inflicted deliberately) as the reason for the 
drop in crude suicide rates during the periods above. This was supported by Hanizam & 
Maniam (2001) in their study whereby the authors believe that suicide is grossly under 
reported and most suicides are reported as “undetermined violence” in Malaysia. Aishvarya, 
Maniam & Hanizam (2001) compared social integration such as birth rates and marriage 
rates against crude suicide rates for the years 1988 to 1998. The author found that the 
marriage rate dramatically decreased and birth rate was the lowest in the year 1998 when the 
crude suicide rate was the highest. The most likely explanation for this finding was the 
economic recession that began in 1997 and was fully felt from 1998 onwards. It severely 
affected incomes and would have influenced peoples’ decision to marry and to have children. 
The accompanying collapse in businesses and increasing debt might have contributed to 
increased stress and distress or depression leading to increased suicide. Aishvarya , Maniam 
& Scott’s study (2007) also studied the suicide rate in the district of Cameron Highlands in 
the last 10 years.  
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Table 3.4: Review, Reports and Others 
 
Study 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
57. Maniam 
(1995) 
 
Statistic 
Department 
NG NG NG NG NG NG NG NG NG NG 
58. Maniam 
(2001a) 
 
hospital 
records 
NG NG NG NG NG NG NG NG NG NG 
59 Maniam 
(2001b) 
 
NG NG NG NG NG NG NG NG NG NG NG 
60. Aishvarya 
et al.(2001) 
 
library 
review 
NG NG NG NG NG NG NG NG NG NG 
61. Hanizam 
(2001) 
 
library 
review 
NG NG NG NG NG NG NG NG NG NG 
62. Morris 
(2001) 
 
library 
review 
NG NG NG NG NG NG NG NG NG NG 
63. Aishvarya 
et al. (2007) 
 
hospital 
records 
NG NG NG NG NG NG NG NG NG NG 
64. Maniam 
(2007) 
 
hospital 
records 
NG NG NG NG NG NG NG NG NG NG 
*65. Voracek 
et al. (2008) 
 
University 686 F (525) 
M (161) 
18-56 NG NG NG NG NG NG NG 
66. Hayati et 
al. (2008) 
 
NG NG NG NG NG NG NG NG NG NG NG 
*67. Chan et 
al. (2011) 
 
 
 
 
Hospital 75 F (42) 
M (33) 
NG MR (50) ML (28) 
CH (30) 
IN (17) 
P (8) 
S (42) 
T (24) 
NM (1) 
U (8) 
E (50) 
HW (11) 
ST (6) 
Bipolar disorder (22) 
Major depressive disorder (42) 
Dysthymia (1) 
Double depression (5) 
Adjustment disorder with 
depressed mood (5) 
 
NG NG 
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Table 3.4: Review, Reports and Others 
 
Study 
 
 
Methodology Sample Gender 
(N) 
Age Marital 
Status 
Ethnicity 
(%) 
Education 
Level 
Employment Psychiatric Diagnosis Method for suicidal 
behavior 
Reasons 
*68 Cai et al. 
(2011) 
 
college 
students 
90 F (45) 
M (45) 
18-20 MR (1) 
SL (89) 
ML (11) 
CH (52) 
IN (6) 
 
 
S (45) 
T (45) 
ST NG NG NG 
*69. Chan et 
al. (2012) 
 
 
 
Hospital 75 F (42) 
M (33) 
NG MR (50) ML (28) 
CH (30) 
IN (17) 
P (8) 
S (42) 
T (24) 
NN (1) 
U (8) 
E (50) 
HW (11) 
ST (6) 
Bipolar disorder (22) 
Major depressive disorder (42) 
Dysthymia (1) 
Double depressive (5) 
Adjustment disorder with 
depressed mood (5) 
NG NG 
Notes: 
N: Number  
NA: Not Available 
NN: None 
NG: Not given 
NK: Not Known 
 
SP: Separated 
PL: Polygamy 
SL: Single 
MR: Married 
W: Widow 
C: Cohabit 
D: Divorced 
 
CN: Chinese 
IN: Indian 
ML: Malay 
SB: Sabahan 
IND: Indonesian 
FR: Foreigner 
 
KD: Kadazan 
BJ: Bajau 
IB: Iban 
BD: Bidayuh  
F: Female 
M: Male 
 
U: Unemployed 
HW: Housewife 
ST: Students 
OT: Others 
E: Employed 
 
 
P: Primary 
S: Secondary 
T: Tertiary 
V: Vocational 
IE: Informal Education 
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She found that the rates declined quite dramatically from an average of 60 per 100,000 in the 1970s  
to an average of about 15 per 100,000 in the mid 1990’s. Meanwhile Maniam & Aishvarya (2007) 
commented that the shift of the Indian population (who are more vulnerable to suicide) out of the 
farming areas in the Cameron Highlands into the towns being replaced by foreign labour (mainly 
Muslim workers from Bangladesh and Indonesian among whom suicides are very low) may account 
for the drop in the numbers of suicides above. Chan, Maniam & Shamsul (2011) reported that 
suicidal ideation and a comorbid alcohol use disorder were found to be two risks responsible found 
for suicide attempts among depressed inpatients in Malaysia and this finding concur with that in the 
existing literature (Oquendo, Currier, & Mann, 2006). The authors also reported previous suicide 
attempts, severity of suicidal ideation and recent life events as the predictors of suicidal ideation in 
this sample (Chan, Shamsul & Maniam, 2012). Meanwhile, Cai, Jeffrey, Teck, Wai & Li (2011) 
reported poor parent-child relationships as one of the reasons for teenagers to attempt suicide in 
Malaysia. 
 
In short, reliable statistics are absolutely important for rational planning of medical services 
especially in the area of mental health both for preventive and curative purposes. One of the 
methods of achieving this is by training and supervising junior medical officers more closely when 
reporting death by suicide (Maniam, 1995).  
 
2.5. DISCUSSION 
 
This present paper aimed to review studies on suicidal behavior in Malaysia. Results were 
summarized into four study categories: suicide ideation/intent, suicide attempts, completed suicide 
and suicide reviews/reports. It is evident from this review that research on suicidal behavior in 
Malaysia in the past 4 decades is quite limited in areas like research design, statistical methodology, 
instrumentation and intervention.  
 
2.5.1 Limitations in the study of suicidal behavior in Malaysia 
 
1. Research on suicidal behavior in Malaysia has been limited to descriptive studies and there is a 
clear need for more empirical studies with better research designs and methodologies. In the first 
two decades, research has been mainly descriptive involves studies looking at socio demographic, 
methods and reasons for suicidal behavior. Religiosity, social support, coping skills, reasons for 
living, responsibility to family, menstrual cycle, progression on suicidal behavior and social factors 
contributing to suicidal behavior were some of the risk and protective factors which were explored 
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when compared to many more studied extensively in the West. Furthermore, studies among 
participants with psychiatric illness were only among those with the diagnosis of depressive 
disorders and schizophrenia.  
 
2. In terms of sample size, studies involving retrospective data were represented by a large sample 
size, meanwhile other studies having inadequate sample sizes, which might not report reliable 
results. The impact of gender and one’s sex (being male or female) has also been mostly 
overlooked.  
  
3. Malaysia is a multiracial society with Malays (54%), Chinese (25%), Indian (7.5) and other 
ethnicities (13.5%). However, the impact of ethnicity on suicidal behavior has not been studied 
systematically. For example, the use of western scales has not been validated for use by non-
Western ethnicities in Malaysia. Moreover, there has been no study on suicide behavior of other 
ethnicities in Malaysia. It will be interesting to explore suicidal behaviors of other indigenous 
peoples in West Malaysia such as the Negritos, Senoi and Proto Malays and other ethnic groups in 
East Malaysia such as Dayak, Dusun, Kazadan, Bajau among others. To date there is only one study 
(45) conducted in West Malaysia among other ethnic groups and not a single study among the 
aborigines. 
 
4. Subjec recruitment has been focused on specific populations such as school and university 
students, suicide attempters and those who actually suicide. More data should be gathered on other 
populations such as prisoners, heroin addicts and the general community. 
 
5. Studies have not used valid and reliable measurements for measuring suicidal behavior. While 
Reasons For Living Inventory (RFL), Beck Suicidal Ideation Scale (BS1) and Beck Intent Scale 
(BIS) have been used widely in studies on suicidal behavior in Malaysia, no attempt has been made 
to establish the reliability and validity of such scales for use in the Malaysian context. It is   
important that cultural norm be taken into consideration as well as the effect of cut-off score of 
some of the instruments for measuring suicidal behavior in Malaysia. Since these measures were 
derived from a Western perspective of understanding and investigation, these measures can be 
inaccurate, with the consequence of affecting the interpretation of results.   
 
6. A major gap in suicide research is in the area of treatment. While factors such as method used 
and reasons for suicidal behavior had been studied extensively in Malaysia, there is no single study 
on treatments or effectiveness of risk management policies addressing suicidal behavior. 
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2.5.2 Future directions in research of suicidal behavior in Malaysia 
 
Future research should focus on developing sound empirical research design and methodologies for 
studying suicidal behavior. This should include validating established instruments or measures for 
use in the Malaysian context. In addition, clinical and evaluation studies on treatment in the form of 
pharmacotherapy or psychological therapy ought to be included. The impact of gender needs to be 
included in the studies. The impact of cultural differences on suicide behavior remains an 
interesting area of study in the Malaysian context and would benefit from a more systematic and 
empirical approach. Moreover, other ethnic groups and aborigines should be included for 
comparison with the three main ethnicities in Malaysia. Importantly, risk and protective factors for 
suicidal behavior should be researched more systematically so that comparisons can be made with 
the Western findings. Finally, there should be more effort to reach a wide range of research 
participants so that prevention of suicidal behavior can be planned at different levels. There will be 
value in studying the impact of other psychiatric illnesses, not being limited to depressive disorders 
and schizophrenia, on suicide behavior. This will be useful for clinicians for the purpose of 
diagnosis and treatment. 
 
2.6. CONCLUSION 
 
If done more systematically, research on suicidal behavior in Malaysia can shed light on the 
prevention and treatment of such behavior in Malaysia. Addressing the problem is a major public 
health concern and not to be taken lightly. Suicide behavior contributes to a decrease in   
productivity and an increase in national expenditure: sound empirical research on suicidal behavior 
becomes an important element in suicide management.  
 
 
 
 
 
 44 
CHAPTER 3 
 
PSYCHOMETRIC PROPERTIES AND VALIDATION OF THE POSITIVE AND 
NEGATIVE SUICIDE IDEATION (PANSI) INVENTORY IN AN OUTPATIENT 
CLINICAL POPULATION 
 
3.1 ABSTRACT 
 
The present study has evaluated the psychometric properties and factor structure of the Positive and 
Negative Suicide Ideation (PANSI) Inventory in a sample of clinical outpatients in Malaysia. The 
PANSI is the measure designed to assess the risk and protective factors associated to suicidal 
behaviors. Four hundreds and eighty three participants (283 with psychiatric illnesses and 200 with 
other medical illnesses) completed the PANSI and other self-reporting instruments. The results of 
the EFA and CFA showed the 2-factor oblique model as the best fitting model for PANSI. The two 
subscales, PANSI-Negative (= 0.93) and the PANSI-Positive ( = 0.84) were found to have high 
internal consistency. Correlational analyses showed that PANSI had adequate concurrent validity. 
Scores on PANSI, which differentiated psychiatric patients and medical patients, supported the 
criterion validity. The logistic regression analyses showed good discriminative validity of PANSI. 
The PANSI is a reliable and valid instrument in measuring the severity of suicidal ideation among 
clinical outpatients in Malaysia. 
 
This chapter is adapted from: 
S. Aishvarya. T. Maniam, C. Karuthan & Oei, T.P.S. (under review). Psychometric properties and      
validation of the Positive and Negative Suicide Ideation (PANSI) Inventory in an outpatient 
clinical population. Journal of psychopathology and behavioural assessment 
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3.2 INTRODUCTION 
 
Suicide is considered as a major social problem in the present age worldwide. It is also recognized 
in some countries to be one of the main three causes of death among people aged 15-44 (WHO, 
2012). Attempted suicide is estimated to be 10 to 20 times more frequent than suicide (Beautrais, 
2007). In Malaysia, suicide rates have increased by 60% over the past 45 years and most suicide 
cases can be found between the ages of 15-30 and 50-75. It is estimated that 7 people commit 
suicide daily in Malaysia (Malaysian Psychiatric Association, 2007; Aishvarya et al. 2013). 
 
There has been much research in the development of instruments to assess and measure suicide 
related behaviors. Some of the instruments include the Beck Scale for Suicide Ideation (Beck & 
Steer, 1991), Suicide Behaviors Questionnaire (Linehan & Addis, 1983), The Suicide Probability 
Scale (Cull & Gill, 1982) Suicidal Ideation Questionnaire (Reynolds, 1987), Reasons For Living 
Inventory (Linehan, Goodstein, Nielsen, & Chiles, 1983) and Modified Scale For Suicidal Ideation 
(Miller, Norman, Bishop, & Dow, 1986).  
 
The Positive and Negative Suicide Ideation (PANSI) is also one of the instruments to measure 
suicidal behavior. It was designed by Osman and his colleagues (Osman, Gutierrez, Kopper, 
Barrios, & Chiros) in 1998. PANSI is a 14-item self-reporting instrument developed to evaluate the 
frequency of suicide ideation, one that incorporates both negative risk and protective factors and it 
can be used among adolescents and adults aged above 14 years. The PANSI consist of two factors: 
6 items of positive ideation and 8 items of negative ideation. Examples of positive ideation items 
are “Felt that you were in control of most situations in your life” and “Felt excited because you 
were doing well at school or at work”. Meanwhile examples of negative ideation items include 
“Felt so lonely or sad you wanted to kill yourself so that you could end your pain” and “Thought 
about killing yourself because you felt like a failure in life”.  The 5-point Likert scale is used to rate 
PANSI and ranges from 1 (none of the time) to 5 (most of the time). The time reference used to rate 
the PANSI are based on “the past 2 weeks, including today” 
 
Research investigating the psychometric properties of the PANSI produced various findings in 
different populations. Osman et al., (1998) reported good internal consistency for PANSI-positive 
(=.80) and PANSI-negative (=.91) items for a sample of 450 young adults. Meanwhile the 
confirmatory factor analysis showed that the two-factor oblique model was the best fit in the sample 
of 286 undergraduates. Lester (1998) reported that PANSI scores were as useful as Beck 
Hopelessness Scale scores when tested for psychometric properties in the sample of 69 
 46 
undergraduates (Osman et al., 2002). The two-factor oblique model was found to be the best fitting 
model when tested on a sample of adolescent psychiatry inpatients (Osman et al., 2002), normal 
adolescents (Osman et al., 2003) and young adults (Muehlemkamp, Gutierrez, Osman, & Barrios et 
al., 2005). The Chinese version of PANSI was tested among 2341 middle and high school students 
in Taiwan. The coefficient alpha of PANSI was good, with 0.94 for PANSI-negative and 0.86 for 
PANSI- positive and the two-factor oblique model was again found to be the best fit (Chang et al. 
2009). In the sample of adolescent psychiatry inpatients, the PANSI had the internal consistency of 
alpha 0.96 for PANSI-negative and 0.89 for PANSI-positive. In the sample of normal adolescents, 
the reliability of PANSI was reported to be adequate (alpha value > 0.70). 
 
Since PANSI was developed and validated in the West, additional studies are necessary to validate 
this instrument in Eastern societies such as Malaysia. Malaysia consists of three major ethnic 
groups; Indian, Chinese and Malay with their own unique values and cultures. To date no studies 
have been conducted among adult clinical outpatient samples to examine the factor structures and 
other psychometric properties of PANSI. Our study thus was designed to (a) examine the factor 
structure and psychometric properties of PANSI in a sample of adult clinical outpatients in 
Malaysia using the CFA methodology and, (b) elucidate the psychometric properties of the PANSI 
so that this scale can be used with confidence in Malaysia especially among the adult clinical 
outpatients. 
 
 
3.3 METHOD 
3.3.1 Participants 
 
A total of 483 psychiatric and medical outpatients participated in this study. The 283 psychiatric 
patients consisted of 203 (42.0%) patients diagnosed with unipolar mood disorders, 65 (13.4%) 
with anxiety disorders, and 15 (3.1%) with co-morbid anxiety and mood disorders. The remaining 
two hundred medical patients were outpatients coming to hospital with medical illnesses.  Medical 
patients were choosen because it is a better controlled group than participants from the general 
population since participants from the general population would have the confounding factor of no 
hospital visits.  
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Patients with unipolar mood disorders, anxiety disorders and comorbid mood and anxiety 
disorder 
 
Patients who attended psychiatric clinics for follow up appointments, new cases and emergency 
cases with the diagnosis of unipolar mood disorders, anxiety disorders and co-morbid mood and 
anxiety disorders were approached to participate in this study. No new cases or emergency were 
approached because of suicide attempts. Nine hundred and seventy one patients were approached 
based on their diagnoses as above, however 211 declined for various reasons as follows: unable to 
read either Bahasa Malaysia or English, unable to concentrate or discontinued the interview after 
being called in by their psychiatrists for consultation. Four hundred and forty five patients refused 
to fill up the questionnaire without giving any reason. A total of 315 patients with any of the three 
diagnoses indicated above participated in this study. All the diagnoses were completed by  the 
regular consultant psychiatrists. 
 
Written consent was obtained from each patient. The first author of this study further evaluated the 
psychiatrists’ clinical diagnosis using the Mini International Neuropsychiatric Interview (MINI) for 
every 10
th
 patient to confirm the diagnosis. If a difference  occure in the diagnosis between 
psychiatrist and researcher, the researcher  spoke to the psychiatrist and decided on the diagnosis. 
The case was dropped when the diagnosis could not be agreed. Patients took approximately 45 
minutes to complete the entire set of questionnaires. A total of 168 patients filled up the 
questionnaires in English and 115 in Bahasa Malaysia.  
 
Patients with medical illnesses 
 
Patients with medical illnesses in this study were recruited from Medical clinics, Ear, Nose and 
Throat (ENT) clinics, Ophthalmology clinics and Orthopedic clinics. A total of 247 patients were 
approached in the clinics while waiting for consultations with their respective doctors. Twenty-
seven patients declined because they were unable to read in Bahasa Malaysia or English and the 
remaining 20 had some form of psychiatric illness. Two hundred patients without any psychiatric 
illnesses gave written consent to participate. The Mini International Neuropsychiatric Interview 
(MINI) was used for every 10
th
 patient to identify if participants had any psychiatric illness. Patients 
took approximately 45 minutes to complete the entire set of questionnaires.    A total of 93 patients 
filled in the questionnaires in English and 107 in Bahasa Malaysia. These patients were found not to 
have psychiatric problems based on self report and also on the administration of MINI for every 
10th patient.  
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3.3.2 Measures 
 
Participants completed a short demographic form, the Positive And Negative Suicide Ideation 
(PANSI) Inventory and seven other self-reporting instruments (see below). The Mini International 
Neuropsychiatric Interview (Sheehan et al., 1998) was administered by the first author of this study 
to every 10
th
 patient to confirm the diagnosis given by their psychiatrist, as well as to ensure that 
patients who attended other clinics besides psychiatry clinics, did not have any psychiatric 
diagnoses. The MINI was used since it  was aimed to validate the MINI. The usage of MINI is a 
very common methodology in psychiatry literature.  It is too time consuming to administer MINI to 
all patients and in fact not necessary to administer MINI to all patients for validation of MINI.  
 
A Kappa value of 0.78 was found and the percentage of agreement was 81.9% for patients with 
unipolar mood disorders and 100% for patients with anxiety disorders, 100% for the diagnosis of 
comorbid mood and anxiety disorders  
 
 
The Depression Anxiety Stress Scale-21 (DASS-21) 
 
The Depression Anxiety Stress Scale-21 (Lovibond & Lovibond, 1995) is used to measure 
symptoms of depression (7 items), anxiety (7 items), and stress (7 items). DASS is rated based on a 
4 –point scale ranging from 0 (did not apply at all) to 3 (applied to me very much, or most of the 
time). In Malaysia, DASS-21 had a very good Cronbach alpha of .84, .74 and .79, respectively for 
depression, anxiety and stress subscales when it was tested in the general population (Ramli, Ariff, 
& Zaini, 2007). In addition, it had good factor loading values for most items (.39 to .73). The 
Cronbach alpha values was 0.75, .74 and 0.79 respectively for depression, anxiety and stress 
subscales among diabetic patients with good factor loading values for 17 out of 21 items (Ramli, 
Salmiah, & Nurul, 2009). In the western population, numerous studies have found favourable 
psychometric properties of the DASS-21 in clinical populations (Anthony, Bieling, Cox, Enns, & 
Swinson, 1998; Clara, Cox, & Enn, 2001, Gloster et al., 2008) and non- clinical populations (Henry 
& Crawford, 2005). Oei, Sawang, Goh, Mukhtar, & Ranawake (2012) demonstrated good 
psychometric properties for the DASS in 6 Asian countries, including Malaysia. In this study, 
DASS-21 had very good Cronbach alpha of 0.92, 0.89 and 0.90, for depression, anxiety and stress 
subscales respectively. 
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Reasons For Living Inventory (RFL) 
 
The Reasons for Living Inventory (RFL) was developed by Linehan and colleagues in 1983 and it 
was developed based on a cognitive-behavioral theory to study the cognitive factors, which act as a 
buffer towards suicidal behavior (Linehan, Goodstein, Nielsen, & Chiles, 1983). The Reasons For 
Living Inventory has 48-items with specific reasons for an individual for not committing suicide. A 
total of six subscales was selected based on four different studies of factor analyses: suicidal and 
coping belief, responsibility to family, child-related concerns, fear of suicide, fear of social 
disapproval and moral objections. Each item in this scale is rated on a 6-point scale measuring 
levels of importance ranging from 1 (not at all important) to 6 (extremely important). Studies 
investigating the psychometric properties of the RFL inventory produced various findings in 
different populations (Cole, 1989; Osman, Jones, & Osman, 1991; Osman, Gregg, Osman, & Jones, 
1992; Osman et al., 1993). The coefficient alpha for RFL in this study was high (=0.941). 
 
Beck Hopelessness Scale (BHS) 
 
The Beck Hopelessness Scale (Beck, Weissman, Lester, & Trexler, 1974) is a 20-item, self-report  
designed to measure symptoms of hopelessness about the future. This instrument has been shown to 
have good psychometric properties in clinical and non-clinical populations (Beck et al., 1974; 
Glanz, Haas, & Sweeney, 1995; Steer, Kumar, & Beck, 1993). The coefficient alpha for BHS in this 
study was 0.78. Each item in this scale is rated as either true or false. The total score of this scale 
that is obtained by summing responses, measures the level of hopelessness with higher scores 
indicating greater hopelessness. The examples of questions asked are “All I can see ahead of me is 
unpleasantness rather than pleasantness” and “ My future seems dark to me". 
Provision Of Social Relations (PSR) 
The Provision of Social Relations (Turner, Frankel, & Levin, 1983) is a 15-item instrument to 
measure social support. The factor analysis for PSR revealed two essential dimensions of support: 
family support (items 4, 7, 10, 11, 12, 14) and friend support (items 1, 2, 3, 5, 6, 8, 9, 13, 15). This 
scale was developed based on a few studies involving university students, psychiatric patients, 
psychiatrically disabled community residents and 11,000 households. The total score of this 
instrument is obtained by adding the scores on the two components above after reverse-scoring 
items 7 and 15. Higher total scores indicate more social support. In this study, the coefficient alpha 
for PSR was very good, 0.90. 
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Satisfaction With Life Scale (SWLS) 
 
The 5-item Satisfaction With Life Scale  (Diener, Emmons, Larsen, & Griffin, 1985) is an 
instrument to assess life satisfaction. The SWSL reveals an individual’s judgment of her or his 
quality of life. The items in this scale are rated based on a 7-point scale in terms of “strongly 
disagree” to “strongly agree.” The total score for SWLS ranges from 5 to 35, with higher scores 
indicating more satisfaction with life. Data based on six studies (Pavot & Diener, 1993) showed that 
the SWLS has a high internal consistency with coefficient alpha ranging from 0.79 to 0.89. 
Meanwhile Adler and Fagley (2005) reported coefficient alpha of 0.87 and 0.86 (Steger, Frazier, 
Oishi, & Kaler, 2006) for this scale. The coefficient alpha for SWLS was high in this study (0.86). 
 
Rosenberg Self Esteem Scale (RSE) 
The Rosenberg Self Esteem Scale (Rosenberg, 1965) is a ten-item scale used in measuring self-
esteem. Items in this scale are rated on a four-point scale ranging from strongly agree to strongly 
disagree. The RSE was developed based on a study involving 5024 high school juniors and seniors 
Rosenberg, 1965). Various studies have shown that the Cronbach alpha for the scale ranges from 
0.77 to 0.88. In this study, the coefficient alpha was slightly low, 0.61 
 
The Adult Trait Hope Scale (ATHS) 
The Adult Trait Hope Scale (Snyder et al., 1991) is a self-report measure contains 12 items with 4 
items measuring pathways thinking, 4 items measuring agency thinking, and 4 items are the fillers. 
The scale is rated on a 8-point scale ranging from definitely false to definitely true.  Scores for the 
scale ranges from 8 to 64, with higher scores indicating higher levels of hope. Studies reported by 
Synder et al (1991) showed that the ATHS has acceptable psychometric properties with internal 
consistent alphas ranging from 0.74 – 0.84. The coefficient alpha for ATHS was 0.76 in this study. 
 
3.3.3 Procedure 
 
3.3.4 Translating and back translating procedure 
 
All the English version questionnaires were translated by two bilingual psychiatry registrars and 
two clinical psychologists with a Master’s degree using the back-translating procedures. Following 
this, in order to ensure the suitability and resolve word ambiguity, a professional language 
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interpreter proofread all the translated questionnaires. The back-translated versions were found to 
be similar to the original versions.  
 
3.3.5 Ethical approval 
 
All participants who participated in this study signed the informed consent form. Ethical approvals 
were obtained from the research ethic committees belonging to Universiti Kebangsaan Malaysia 
Medical Centre (Project Code: FF-251-2010) and Behavioral & Social Sciences Ethical Review 
Committee of the University of Queensland (Project No: 2010001093). Permission to use the 
PANSI was granted by Prof. Augustine Osman (via email dated 30 Sept. 2010) 
 
3.3.6 Data analysis 
 
Data in this study was analyzed using the Statistical Program for the Social Sciences version 15.0 
and AMOS version 20.0. Data screening was done with descriptive statistics. Meanwhile, Cronbach 
alpha was used to evaluate the reliability. Correlations were used to analyze the concurrent validity 
of PANSI. The discriminant validity, specificity and sensitivity of the PANSI were analyzed using 
logistic regression analysis.  
 
The factor structure of PANSI was examined using the exploratory factor analysis (EFA). 
Meanwhile the Kaiser-Meyer Oklin (KMO) value and correlation matrix were used to examine the 
suitability of the data for factor analysis. A KMO value of 0.7-0.8 and above is considered good for 
factor analysis. The CFA model fit was tested using a few alternative statistics methods. A good 
model fit has a low chi-square goodness-of-fit and is statistically not significant. In addition, an 
acceptable model has a value of SB-2/d.f. (chi-square divided by its degrees of freedom) of 3. 
Other indices were Goodness-of-Fit Index (GFI), Adjusted-Goodness-of-Fit Index (AGFI), 
Comparative Fit Index (CFI) and the Root Mean Square Error Approximation Index (RMSEA). The 
AGFI and CFI should be 0.90 and if the RMSEA is  0.08 the fit is acceptable (Browne & 
Cudeck, 1993). 
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3.4 RESULTS 
 
3.4.1 Assumption testing 
 
Before conducting the primary analyses, all data cleaning and descriptive analysis were conducted.  
Data cleaning included checking the accuracy of data entry, missing values, outliers and 
assumptions of multivariate analysis. No outliers and assumptions of multivariate analysis were 
found. The missing cases were fewer than 5% and appeared to be distributed randomly for the rest 
of cases values.  Imputation technique was used for the random missing value.  Skewness and 
kurtosis statistics was used to assess the frequency distributions and it indicated that departures 
from normality were minimal.  
 
3.4.2 Descriptive analyses 
 
The total number of participants in this study was 483 with 188 (38.9%) male and 295 (61.1%) 
female patients. The sample consisted of 203 (42%) patients diagnosed with unipolar mood 
disorders, 65 (13.4%) with anxiety disorders, 15 (3.1%) co-morbid anxiety and mood disorders, and 
200 (38%) with medical illnesses. No participants were excluded because of too high levels of 
suicidal risk. The participants’ ages ranged from 16 to 75 years, with a mean of 42 years of age. The 
marital status of the participants was: never married (26.2%), married (62.1%), divorced (5.6%), 
widowed (1.6%), separated (1.5%) and 3% did not indicate their marital status. Two hundred and 
fifty eight (53.4%) of the participants were Malays followed by Chinese 157 (32.5%), Indians, 53 
(11%) and finally other races, 15 (3.1%). The educational background of the participants included 
matriculation/ pre university/ college/ STPM, which is the Malaysian equivalent of ‘A’ level (60%), 
high school certificate level (38.3%), 1.4% of the participants had only completed primary school 
and 0.4% had no formal education. A total of 261 (54%) subjects completed the English version 
questionnaires and the rest the Bahasa Malaysia version.  
 
3.4.3 Exploratory Factor Analysis 
  
A sample size of 168 was used for EFA in calcuting PANSI in this study. According to Tabanick 
and Fidell (2007), 150 cases should be sufficient for factor analysis if solutions have several high 
loading marker variables (above 0.80). The correlation matrix showed the presence of many 
coefficients of 0.4 and above and it was decided the data was suitable for factor analysis. The 
Keiser-Meyer-Olkin value was 0.870 exceeding the recommended value of 0.6 (Kaiser, 1970) 
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indicating sampling adequacy. The significant value (1<0.001) of Barlett’s Test of Sphericity also 
supported the factorability of the correlation matrix and the data was again suitable for factor 
analysis. The number of factors to retain was based on several criteria: eigenvalues with a minimun 
value of 1, minimum of 0.40 as the factor loadings and minimal multiple loadings. In addition to 
above, the factors needed to be interpreted meaningfully.  
 
The EFA results are summarized in Table 3.1. The two-component solution was explained by a 
total of 61% of the variance with Factor one contributing 41.4% and Factor 2 contributing 19.5%. 
When rotation was performed, all negative items on PANSI loaded strongly on Factor 1 and 
positive items loaded strongly on Factor 2. This finding was consistent with existing literature on 
the PANSI scale. There was a moderate negative correlation between the two factors (r = -0.322).   
 
3.4.4 Confirmatory factor analysis 
 
The remaining 315 patients from the total sample were used for confirmatory factor analysis for 
PANSI. Using the 14 items representing two latent variables, the model did not fit well. However 
after allowing correlations between two sets of error terms (e2 and e3) and (e7 and e8) within the 
PANSI-Negative factor, a good fit of the model to the data was obtained (2=181.382, df=74, SB2 
/ df=2.451, p=.000, GFI=.925, AGFI=.894, CFI=.963, RMSEA= .068 (see Figure 3.1). CFA was 
also used to test 3 other models suggested by Osman (2002 & 2003) and Muehlemkamp et al., 
(2005) (see Table 3.2) and the results showed that the 3 models also had good fit and suggesting 
that findings were consistent with exited literature. The correlation between (e2 and e3) and (e7 and 
e8) were significant, p<0.01. The factor loadings for the PANSI-Negative items ranged from 0.73 to 
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 Table 3.1: Pattern matrix of exploratory factor analysis and Cronbach alpha for PANSI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Items Title PANSI –
Negative 
PANSI- 
Positive 
Commun
alities 
9 Failure 0.88  0.78 
5 could not accomplish 0.88  0.74 
11 lonely and sad 0.83  0.68 
7 could not find a solution 0.80  0.62 
10 problems overwhelming 0.79  0.63 
3 Hopeless 0.77  0.58 
1 not up to expectations 0.70  0.55 
4 unhappy about relationship 0.56  0.36 
12 Confident  0.84 0.66 
14 confident about plans  0.74 0.72 
13 worth living  0.72 0.86 
8 Excited  0.64 0.59 
2 in control  0.54 0.55 
6 Hopeful  0.52 0.33 
     
Eigenvalues  5.80 2.72  
Percent of 
variance 
 41.44 
 
19.95 
 
14 items 
(61.39) 
Cronbach’s 
alpha 
 0.84 0.93  
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0.87. Meanwhile the values of factor loadings for the PANSI-Positive ranged from 0.49 to 0.89. 
Thus, each item on both positive and negative factors had adequate loading on its respective 
factor. The correlation value between the 2 oblique factors was -0.48, p<.05 
 
 
Table 3.2: Results of different factorial models for PANSI 
 
Model 2 df 2 / df CFI NNFI RMSEA 
Osman (2002) 103.03 76 1.36 .980 .976 .043 
Osman (2003) 94.28 76 1.24 .963 .955 .033 
Muehlenkamp (2005) 93.33 76 1.23 .970 .960 .033 
Aishvarya et al., (2013) 181.38 74 2.45 .963 .925 .068 
 
 
3.4.5 Reliability analysis of the PANSI scales 
 
The Cronbach alpha for the PANSI positive was 0.93 and for PANSI negative was 0.84. This 
indicated sufficient internal consistency of coefficient alpha of 0.70 and above as suggested by 
Nunnally & Bernstein in 1994. The inter-item correlations ranged from 0.49 to 0.74 and from 0.32 
to 0.79 for the PANSI positive and PANSI negative respectively. This indicated that there was 
lack of multicollinearity since the value was below 0.80 (Tabachnick & Fidell, 2007).  
 
 
3.4.6 Concurrent validity 
 
The PANSI-negative and the PANSI-positive scale scores were moderately and negatively 
correlated (r= -.37, p.001). The descriptions of the scales and their intercorrelations are shown in 
Table 3.3. Good concurrent validity is obtained when measures of similar constructs are highly 
correlated. Scales measuring protective factors for suicidal behavior in this study include PANSI-
positive, RFL, RSE, ATH, PSR and SWL. Scales measuring risk factor include PANSI-negative, 
BHS and DASS. The results revealed a significant positive correlation between PANSI-positive 
total score with measures of protective factors, RFL, RSE, ATH, PSR and SWL. Meanwhile a 
significant negative correlation was found between PANSI-positive total score with measure of 
risk factors, DASS and BHS. Meanwhile the PANSI-negative had a significant negative 
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correlation with RFL, RSE, AHT, PSR and SWL, while showing significant positive correlation 
with DASS and BHS. This shows that the PANSI has good concurrent validity. 
 
 
Table 3.3: Intercorrelations for PANSI subscales with RFL, RSE, AHT, PSR, SWL, BHS and DASS  
 
Variables RFL RSE AHTS PSR SWL BHS DASS 
Total PANPOS .39** .49** .42** .36** .51** -.52** .46** 
Total PANNEG -.35** -.36** -.36** -.40** .41** .48** .52** 
          ** p.001 (2-tailed) 
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Figure 3.1: Standardized regression weight for items in PANSI 
 
 
Footnote: F1- PANSI –Negative, F2- PANSI-Positive 
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3.4.7 Discriminative validity 
 
In order to evaluate the contribution of the PANSI-negative and PANSI-positive scales in 
differentiating between patients who attempted suicide (coded as 1) and patients who did not 
attempt suicide (coded as 0) logistic regression analyses was performed. In the comparison 
between patients who attempted suicide and control group, the PANSI-negative (estimate=0.120, 
p<0.05, OR=1.128, 95% CI=1.1, 1.2) (see table 3.4) was identified as a significant and useful risk 
instrument in differentiating these two groups. PANSI-negative had an overall classification 
accuracy estimate of 84.6%. For the analysis involving the PANSI-positive (estimate=-0.123, 
p<0.05, OR=0.884, 95% CI=0.85, 0.92) (see Table 3.4) was identified PANSI as significant and 
useful in differentiating between patients who attempted suicide and patients who did not attempt 
suicide. The overall classification accuracy estimate for PANSI-positive was 85.2%.   
 
 
Table 3.4: Discriminant analyses of PANSI subscales 
 
        **p<.001 
 
 
 
 
 
 
 
 
 
 
B S.E. Wald Df Sig. Exp(B) 
95.0% C.I. for EXP(B) 
Lower Upper 
TPANPOS -.123 .022 30.049 1 .000 .884 .846 .924 
Constant .676 .434 2.431 1 .119 1.966   
 
B S.E. Wald Df Sig. Exp(B) 
95.0% C.I. for EXP(B) 
Lower Upper 
TPANNEG  .120 .017 49.926 1 .000 1.128 1.091 1.166 
Constant -3.396 .293 134.552 1 .000 .033   
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3.4.8 Criterion validity 
 
Table 3.5 shows that the medical patients had significantly higher mean scores on the PANSI 
positive than the psychiatric patients. Meanwhile the psychiatric patients had significantly higher 
mean scores on the PANSI negative than the medical patients. This showed that the PANSI has 
good criterion validity. 
 
Table 3.5: Mean and standard deviation of PANSI-negative and PANSI-positive for psychiatry and 
medical patients 
 
 Psychiatry Patients 
(Mean/SD) 
Medical Patients 
(Mean/SD) 
Pansi- Positive 19.8 / 5.92 23.05 / 5.15** 
 
Pansi-Negative 13.5 / 7.47** 9.80 / 4.00 
 
          **p<.001 
  
 
 
3.5 DISCUSSION 
 
The current study validated the factor structure and psychometric properties of the PANSI (Osman 
et al., 1998) in a sample of clinical outpatients in Malaysia. The results indicated that the data 
provided a good fit to this particular model. The EFA in this study showed two correlated factors, 
one with PANSI-negative and the other, PANSI-positive. The CFA further confirmed the two-
factor model. Specifically, all items loading on PANSI-negative and PANSI-positive were 
consistent with the Osman et al., (1998) model and with results of other researchers (Osman et al., 
2002; Osman et al., 2003; Muehlenkamp et al., 2005). 
 
The two factors shared almost 61.4% of the variance with all the 14 items, which appears to be 
unique. It should be noted that even though 53.4% of the participants were Malays and mostly 
Muslims, there were no barriers in terms of answering questions regarding suicidal behavior, even 
though it is considered a grave sin for a Muslim to commit suicide. The PANSI also appeared to 
be a reliable measure for the Indians and Chinese in Malaysia. Chang, Lin, Chou, Ma & Yang 
(2009) also found that the Chinese translation of the PANSI was a reliable measure for use among 
the Chinese population of Taiwan.  
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The PANSI proved to have sufficient internal consistency of alpha (=0.93) for PANSI-positive 
and (=0.84) for PANSI-negative. Logistic regression showed that PANSI had good 
discriminative validity. PANSI-negative as a measure of risk was able to differentiate patients who 
had attempted suicide from those who had not. This finding is consistent with results from the 
Osman et al., (2002) study. In addition, PANSI had good criterion validity whereby the mean 
score of PANSI-negative was significantly higher among psychiatric patients compared to medical 
patients. Meanwhile, the mean score of PANSI-positive was found to be significantly higher 
among medical patients compared to psychiatric patients. The concurrent validity was further 
verified by the result of this study. Osman et al., (2002) also reported a positive relationship 
between PANSI negative and BHS and a negative relationship between PANSI positive and RFL 
in a sample of psychiatric adolescents. As for the sample of young adults, Osman et al., (2003) 
again reported similar results as in the present study. 
 
The validation of PANSI in Malaysia is one of the first studies in a culturally diverse population.  
PANSI has been proved to be a reliable and valid measure of suicidal ideation through this study. 
The usage of EFA and CFA is one of the major strengths of this study since the measure was 
derived from a theory and used in a clinical set up within a specific population. The robustness of 
this study was demonstrated by cross validation of different samples for the CFA. 
In conclusion, PANSI appears to be a sound measure of risk and protective factors for outpatient 
suicide related behaviors and it could be compared to other measures. With regards to this, PANSI 
can be used with confidence in the future especially among adult outpatients.  
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CHAPTER 4 
 
 
PSYCHOMETRIC PROPERTIES AND VALIDATION OF THE BECK HOPELESSNESS 
SCALE IN AN OUTPATIENT CLINICAL POPULATION IN MALAYSIA 
 
 
4.1 ABSTRACT 
 
 
The current study evaluated the psychometric properties and factor structure of the Beck 
Hopelessness Scale (BHS) in a sample of clinical outpatients in Malaysia. The BHS is a measure 
designed to assess hopelessness. Four hundreds and eighty three participants (283 with psychiatric 
illnesses and 200 with other medical illnesses) completed the BHS and other self-reporting 
instruments. The results of the EFA and CFA showed the single model as the best fitting model 
for the BHS. The BHS was found to have high internal consistency. Correlational analyses 
showed that BHS had adequate concurrent validity. Scores on BHS, which differentiated 
psychiatric patients and medical patients, supported the criterion validity. The logistic regression 
analyses showed good discriminative validity of BHS. The BHS is a reliable and valid instrument 
in measuring the hopelessness among clinical outpatients in Malaysia. 
 
 
4.2 INTRODUCTION 
 
 
In 1974, Beck and his colleagues developed the Beck Hopelessness Scale (BHS) to quantify 
hopelessness (Beck, Weissman, Lester & Trexler, 1974). The importance of hopelessness has been 
identified in a variety of psychopathological conditions (Beck et al., 1974). Hopelessness has been 
identified to have a relationship with depression (Meites, Deveney, Steele, Holmes, & Pizzagalli, 
2008) and also to be the predictor for completed suicide, suicide attempt and suicide ideation 
(Beck et al. 1974; Dyer & Kreitman, 1984; Ellis & Ratliff, 1986; Malone et. al 2000). 
 
The BHS is a 20 item self-reporting inventory measuring hopelessness in the respondents. The 
respondents state each item either true or false based on their attitude over the past week, 
including on the day of assessment. There are eleven negatively phrased items and 9 positively 
phrased items. Each item is scored as 1 or 0 and the possible range of scores are from 0 to 20. 
Studies investigating the psychometric properties of the BHS produced various findings in 
different populations (table 4.1). According to Dyce, 1996 the structure of BHS might be different 
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in a non-clinical sample and clinical samples, while in non-clinical samples when hopelessness is 
not prominent, a simpler structure may exist The BHS demonstrated acceptably high internal 
consistency within clinical populations (α = .93-.83) (Beck et al., 1974; Durham, 1982; Dyce, 
1996). Meanwhile in the non-clinical samples, the internal consistency of BHS was slightly lower 
(α = .65 -.88) (Chang, D’Zurilla, & Maydeu-Olivares, 1994; Durham, 1982; Hanna, White, Lyons, 
McParland, Shanon & Mulholland, 2011; Steed, 2001). 
 
Since BHS was developed and validated in clinical and nonclinical samples from various age 
groups in the West, additional studies are necessary to validate this instrument in Eastern society 
especially Malaysia. Malaysia consists of three major ethnic groups, Indian, Chinese and Malay 
with their unique values and cultures. To date no studies has been conducted among clinical 
outpatient samples to examine the factor structures and other psychometric properties of BHS. 
Thus, the aim of our study was to (a) examine the factor structure and psychometric properties of 
BHS in a sample of adult clinical outpatients in Malaysia (b) examine the reliability and validity 
of BHS with other measures of suicidal behavior and general psychopathology. 
 
 
 
4.3 METHOD 
 
All the details of the participants’, measures used, procedures and the statistical analyses in study 
4 (this chapter) were same as the Study 3 (Chapter 3). 
 
 
 
 
 
 62 
Table 4.1 : Comparison of factor structures of the Beck Hopelessness Scale 
 
Author Sample No of factors/ Items 
Beck et al. (1974) suicide attempters 3 (18) 
 
Medonca, Holden, Mazmanian 
& Dolan (1983) 
psychiatric patients, psychology 
students 
 
1 (20) 
Hill et al. (1988) depressed elderly outpatients 3 (20) 
 
Young et al. (1992) psychiatric patients, students  
and cancer patients 
1 (20) 
Marshall et al. (1994) navy recruits 2 (15) 
 
Chang et al. (1994) psychology students 1 (20) 
 
Steer et al. (1994) drug users 3 (14) 
 
Dyce (1996) Outpatients 3 (20) 
 
Tanaka et al. (1998) community samples 2 (18) 
 
Aish and Wasserman (2001) suicide attempters 1 (4) 
 
Steed (2001) undergraduate students 2 (16) 
 
Rosenfeld et al. (2004) aids patients 3 (20) 
 
Pompili and Tatarelli (2007) university students 2 (11) 
 
Mystakidou et al. (2008) psychiatric patients, patients and 
students, cancer patients 
1 (12) 
Nissim et al. (2009) cancer patients 2 (20) 
 
Hanna et al. (2011) psychology and medical students 1 (4) 
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4.4 RESULTS 
 
4.4.1 Exploratory Factor Analysis 
  
A sample size of 168 was used for EFA for BHS in this study. According to Tabanick and Fidell 
(2007), 150 cases should be sufficient for factor analysis if solutions have several high loading 
marker variables (above 0.80). The correlation matrix showed the presence of many coefficients 
of 0.4 and above and it was decided that the data was suitable for factor analysis. The Keiser-
Meyer-Olkin value was 0.870 exceeding the recommended value of 0.6 (Kaiser, 1970) indicating 
sampling adequacy. The significant value (1<0.001) of Barlett’s Test of Sphericity also supported 
the factorability of the correlation matrix and the data was again suitable for factor analysis. The 
number of factors to retain was based on several criteria: eigenvalues with minimum of 1, factor 
loadings with minimum of 0.40 and minimal factorial complexity. In addition to the above, the 
factors need to be interpreted meaningfully.  
 
The EFA results were summarized in Table 4.2. As can be seen from Table 4.2, the single 
component solution was explained by a total of 48% of the variance. When rotation was 
performed, only 7 out of 20 items loaded strongly on one factor. Item 2 (give up), item 3 (problem 
cannot stay forever), item 4 (can’t imagine life), item 5 (enough time to accomplish), 6 (expect to 
succeed), 7 (future seems dark), item 8 (lucky), item 9 (can’t get the breaks), 12 (don’t expect to 
get), item 16 (never get what I want), item 17 (will not get real satisfaction), item 19 (can look 
forward) and item 20 (no use in tying) were all discarded, as they did not load onto any factors.  
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Table 4.2: Pattern matrix of exploratory factor analysis and Cronbach alpha for BHS 
 
Item Title Factor Communalities 
18 The future seems vague and uncertain to me  .70 .51 
 
10 My past experiences have prepares me well for the 
future 
 
.70 .24 
 
13 7.       When I look ahead to the future, I expect that I will 
8. be   happier than I am now 
9.  
.69 .33 
15 I have great faith in the future  .68 .40 
 
11 0. Al  All I can see ahead of me is unpleasantness rather than 
11.       pleasantness 
 
.60 .41 
1 I look forward to the future with hope and enthusiasm .59 .27 
 
14 Things just won’t work out the way I want them to    .56 .24 
 Eigenvalues 3.388  
 Percent of variance 48.41  (7 
items) 
 
 Cronbach’s alpha .803  
 
 
 
4.4.2 Confirmatory factor analysis 
 
The remaining 315 patients from the total sample were used for confirmatory factor analysis for 
BHS. Using the 7 items representing one latent variable, a good fit of the model to the data was 
obtained (2=29.424, df=14, SB2 / df=2.102, p=.000, GFI=.973, AGFI=.946, CFI=.974, 
RMSEA= .059 (see figure 1). The factor loadings for the BHS items ranged from 0.31 to 0.50 
Thus, each item had adequate loading on the factor. CFA was also used to test 3 other models 
(Table 4.3) suggested by Aish and Wasserman (2001), Mystakidou et al. (2008) and Medonca et 
al. (1983). The results showed that the 3 models supported the single factor structure of BHS with 
a different number of items. 
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Table 4.3: Results of the comparison of different factorial models for BHS 
 
Model No of items/factors 2 df 2 / df RMSEA 
 
      
Aish and Wasserman 
(2001) 
 
4 (1) 0.75 2 0.38 <.001 
Mystakidou et al. (2008) 12 (1) 113.61 54 2.1 .04 
 
Medonca, Holden, 
Mazmanian, and Dolan 
(1983) 
 
20 (1) 242.97 170 1.43 .03 
Aishvarya et al (2013) 7 (1) 29.42 14 2.10 .059 
 
 
 
 
4.4.3 Reliability analysis of the BHS scale 
 
The Cronbach’s alpha for the BHS in the total sample (n= 483) was 0.80. This indicated sufficient 
internal consistency coefficient alpha of 0.70 as suggested by Nunnally & Bernstein (1994). The 
inter-item correlations ranged from 0.35 to 0.62 and this indicated that there was lack of 
multicollinearity since the value was below 0.80 (Tabachnick & Fidell, 2007). 
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 Figure 4.1: Standardized regression weight for items in BHS 
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4.4.4 Concurrent validity 
 
Concurrent validity was evaluated using the Pearson correlation coefficient. The descriptions of the 
scales and their inter-correlations are shown in Table 4.4. When high correlation is obtained 
between measures of similar constructs, it indicates good concurrent validity.  Scales measuring 
protective factors for suicidal behavior in this study includes PANSI-positive, RFL, RSE, ATH, 
PSR and SWL. Meanwhile scales measuring risk factor include PANSI-negative and DASS. The 
results revealed a significant positive correlation between BHS total score with measure of risk 
factors, PANSI-negative and DASS. Meanwhile a significant negative correlation was found 
between BHS total score with measure of protective factors, RFL, RSE, AHT, PSR and PANSI-
positive. This illustrated that the PANSI holds good concurrent validity. 
 
Table 4.4: Intercorrelations for BHS subscales with Pansi negative, Pansi Positive, RSE, AHT, 
PSR, SWL, RFL and DASS  
Variables RFL RSE AHT PSR PANPO PANNEG SWL DASS 
 
BHS -.390** -.570** -.570** -.443** -.519** .480** -.533** .562** 
 
** p.001 (2-tailed) 
 
 
 
4.4.5 Discriminative validity 
 
In order to evaluate the contribution of BHS in differentiating between patients who attempted 
suicide (coded as 1) and patients who did not attempt suicide (coded as 0), a logistic regression 
analysis was used. In the comparison between patients who attempted suicide and control group, 
scores of BHS (estimate=.403, p<0.05, OR=1.496, 95% CI=1.3, 1.7)(see Table 4.5) were identified 
as significant and BHS seen as a useful risk instrument in differentiating this two groups. BHS had 
an overall classification accuracy estimated at 84.42%.   
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Table 4.5: Discriminant analyses of BHS  
 
 B S.E. Wald Df Sig. Exp(B) 
95.0% C.I.for 
EXP(B) 
        Lower Upper 
TBHS  .403 .060 44.795 1 .000 1.496 1.330 1.684 
          
p<0.001 
 
 
4.4.6 Criterion validity 
 
Table 4.6 shows that the psychiatry patients demonstrated significantly higher mean scores on the 
BHS compared to medical patients (see Table 4.6). This showed that the BHS has good criterion 
validity. 
 
Table 4.6: Mean and standard deviation of BHS for psychiatric and medical patients 
  
 Psychiatric patients 
(Mean/SD) 
Medical patients 
(Mean/SD) 
   
Beck Hopelessness Scale 2.56 / 2.26** 1.28 / 1.55 
p<0.001** 
 
 
 
4.5 DISCUSSION 
 
This study tested the factor structure and psychometric properties of the BHS, based on a sample of 
clinical outpatients in Malaysia. The seven-item, one-factor model demonstrated excellent fit and 
was considered to be the best explanation of the data. This finding was in line with numerous 
previous studies in different samples supporting the single factor model (Medonica et al, 1983; 
Mystakidou et al, 2008; Aish and Wasserman, 2001; Young et al, 1992; Chang et al, 1994; Hanna et 
al, 2001). 
 
The single factor of the 7-item BHS had the total variance of 48.41, which appears to be sufficient. 
Thirteen items:  item 2 (give up), item 3 (problem cannot stay forever), item 4 (can’t imagine life), 
item 5 (enough time to accomplish), 6 (expect to succeed), 7 (future seems dark), item 8 (lucky), 
item 9 (can’t get the breaks), 12 (don’t expect to get), item 16 (never get what I want), item 17 (will 
not get real satisfaction), item 19 (can look forward) and item 20 (no use in tying) were discarded, 
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as they did not load onto any of the factor. This could be due to the different cultural and religious 
backgrounds of the Malaysian population, which influences the way they view hopelessness. The 
Malays mainly the Muslims believe in “Qada and Qadar” whereby God decides what is to be given 
to humankind and as human beings, ‘you will only get what you are suppose to get no matter how 
much you try’. Meanwhile, even the Hindus have the similar believe that an individual’s future is 
decided by God the day he / she was born. So, ‘there is no reason to be upset over anything’. These 
beliefs among Malaysian population would probably affect the way they view hopelessness in their 
life. 
  
The BHS proved to have high internal consistency, with Cronbach’s  α touching 0.80. This result is 
consistent with findings by Beck et. al., 1995; Durham, 1982; Dyce, 1996; Young et al., 1992 
whereby the internal consistency for BHS was acceptably high (α= 0.93 - 0.83) in the clinical 
populations. Logistics regression showed that BHS had good discriminative validity whereby the 
scale was able to differentiate between patients with suicidal attempts and with non-suicidal 
attempts. In addition, BHS had good criterion validity with the mean score of BHS found to be 
significantly higher among psychiatric patients compared to medical patients. The results of the 
study further verified the concurrent validity of BHS with a significant negative correlation between 
BHS total score with measures of protective factors, PANSI- Positive, RSE, ATH, PSR, SWL and 
RFL. Meanwhile a significant positive correlation was found between BHS total score with 
measures of risk factors, DASS and PANSI-Negative. 
 
This is one of the first studies to validate the BHS among clinical outpatients for use in another 
Asian country. This study showed the evidence that BHS is a reliable and valid measure of 
hopelessness for use in the Malaysian context. The usage of EFA and CFA analyses appeared to be 
the major strengths of this study with the measures being tested in the clinical set up among specific 
population. 
 
It can be concluded from results that the BHS can be used with confidence in the future research 
and clinical use in Malaysia especially among clinical outpatients. 
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CHAPTER 5 
 
PSYCHOMETRIC PROPERTIES AND VALIDATION OF THE SATISFACTION WITH 
LIFE SCALE IN PSYCHIATRIC AND MEDICAL OUTPATIENTS IN MALAYSIA 
 
5.1 ABSTRACT 
 
The present study evaluated the psychometric properties and factor structure of the Satisfaction 
With Life Scale (SWLS) in a sample of outpatients in Malaysia. The SWLS is a measure designed 
to assess subjective life satisfaction. Four hundreds and eighty three participants (283 with 
psychiatric illnesses and 200 with other medical illnesses) completed the SWLS and other self-
reporting instruments. Results of the EFA and CFA supported the fit for the 1-factor model as the 
best fitting model. The SWLS was found to have high internal consistency ( = 0.86). Correlational 
analyses showed that SWLS had an adequate concurrent validity. Scores on SWLS, which 
differentiated psychiatric patients and medical patients, supported criterion validity. The logistic 
regression analyses showed good discriminative validity of SWLS. The SWLS is a reliable and 
valid instrument to measure the satisfaction with life among psychiatry and clinical outpatients in 
Malaysia. 
 
This chapter is adapted from: 
S. Aishvarya, T. Maniam, C. Karuthan, Hatta Sidi, Nik Ruzyanei Nik Jaafar & Oei T.P.S. (2013) 
Psychometric properties and validation of the Satisfaction With Life Scale in psychiatric and 
medical outpatients in Malaysia. Comprehensive Psychiatry. Advance online publication. 
doi.org/10.1016/j.comppsych.2013.03.010 
 
 
5.2 INTRODUCTION 
One of the important topics in psychology is subjective well-being, which includes two broad 
aspects: an affective component and a cognitive component (Lucas, Diener & Suh, 1996). The 
affective component of subjective well-being refers to pleasant affect and unpleasant affect (Pavot 
& Diener, 1993) whereby these levels are used to indicate the level of subjective well-being. 
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Meanwhile, the cognitive component is referred as life satisfaction (Diener, Emmons, Larsen & 
Griffin, 1985). According to Shin & Johnson (Shin & Johnson, 1978), life satisfaction is a 
judgmental process whereby an individual assesses his/her quality of life base on his/her own 
unique set of criteria. It is also a conscious cognitive judgment whereby the criteria for judgment 
are up to the individual person (Pavot & Diener, 1993). 
 
In the year 1985, Diener et al., developed the Satisfaction with Life Scale (SWLS) with five 
statements (“In most ways my life is close to ideal”, “The condition of my life are excellent”, “I am 
satisfied with my life”, “So far, I have gotten the important things I want in life”, “If I could live my 
life over, I would change nothing”) to assess satisfaction with one’s life.  The SWLS is rated on a 
Likert scale from 1 (strongly disagree) to 7 (strongly agree). According to Oishi, 2006, the SWLS is 
one of the most popular scales used to measure life satisfaction since its psychometric properties 
have been extensively examined in various populations. Higher scores on the SWLS indicate higher 
levels of life satisfaction. A score above 30 represents high satisfaction and a score between 5 to 9 
indicates extreme dissatisfaction with life. The neutral point of the scale is 20, which indicate that a 
person is neither satisfied nor dissatisfied with life (Pavot & Diener, 1993). 
 
Since the year 1985, the psychometric properties of SWLS have been studied extensively with 
numerous studies (Diener et al., Glaesmer, Grande, Braehler & Roth, 2011; Lewis, Bunting, Shevlin 
& Joseph, 1995; Lucas et al.,; Neto, 1993 ; Oishi, 2006). The internal consistency of SWLS was 
generally higher than the value of .80 (Diener et al., 1985, Lewis et al., 1995 & Vassar, 2008). 
Meanwhile, the convergent and discriminant aspects of this scale showed that SWLS correlates with 
other measuring well-being but remaining as a separate construct (Arrindell, Meeuwesen & Huyse, 
1991; Larsen, Diener & Emmons, 1985; Lucas et al., 1996; Pavot & Diener, 1993; Diener et al., 
1985). As conceptualized by Diener et al., (1985) several factor-analytic studies supported the uni-
dimensional structure model of the SWLS (Anaby, Jarus & Zumbo, 2010; Arrindell, Heesink & 
Feij, 1999). 
 
In Malaysia, Swami & Chamorro-Premuzic (2009) examined the psychometric properties of Malay 
SWLS using the sample of 816 Malay and 738 Chinese populations in the community. The results 
indicated that the Malay SWLS had good internal consistency (Cronbach Alpha α=0.83) with 
confirmatory factor analysis supporting a uni-dimensional factor structure of SWLS. The validated 
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SWLS was invariant across gender and ethnic groups in the general population (Swami & 
Chamorro-Premuzic, 2009). 
 
To date no studies has been conducted among clinical outpatient samples to examine the factor 
structures and other psychometric properties of SWLS in Malaysia. By validating this scale, it can 
be used among clinical patients especially among psychiatry patients and mental health 
professionals can include the aspect of satisfaction of life in the management of patients. Thus, our 
study was designed to (a) examine the factor structure and psychometric properties of SWLS in a 
sample of adult psychiatric and medical outpatients in Malaysia (b) examine the reliability and 
validity of SWLS with other measures of suicidal behavior and general psychopathology.  
 
5.3 METHOD 
5.3.1.Participants 
 
A total of 483 psychiatric and medical outpatients from Universiti Kebangsaan Malaysia Medical 
Centre (UKMMC) participated in this study. UKMMC is a semi-government hospital, which is 
located in Cheras, Kuala Lumpur.  It is also the teaching hospital for the Universiti Kebangsaan 
Malaysia and a national tertiary hospital, which receives referral cases from district hospitals, 
government primary health clinics and private clinics from all over Malaysia. Participants aged 
between 18 to 76 years with the diagnosis of unipolar mood disorders, anxiety disorders or co 
morbid anxiety and mood disorders as defined by the DSM-IV and who gave written consent to 
participate were included in this study. Patients were excluded if they were too psychotic or ill to be 
interviewed, did not give written consent or could not comprehend the task in Bahasa Malaysia or 
English. 
 
The 283 psychiatric patients consisted of 203 (42.0%) patients diagnosed with unipolar mood 
disorders, 65 (13.4%) with anxiety disorders, 15 (3.1%) with co morbid anxiety and mood 
disorders. The remaining two hundred medical patients were outpatients coming to hospital for 
medical illnesses.  
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5.3.2 Measures 
 
Participants completed a brief demographic questionnaire, the Satisfaction With Life Scale (SWLS) 
and seven other self-reporting instruments: The Depression Anxiety Stress Scale-21 (DASS; 
Lovibond & Lovibond, 1995), Reasons for Living Inventory (RFL; Linehan, Goodstein, Nielsen, & 
Chiles, 1983), Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 1974), 
Rosenberg Self Esteem Scale (RSE; Rosenberg, 1965), Positive and Negative Suicide Ideation 
Inventory (PANSI; Osman, Gutierrez, Kopper, Barrios, & Chiros, 1998), Provision of Social 
Relations (PSR; Turner, Frankel, & Levin, 1983) and The Adult Trait Hope Scale (AHTS; Snyder 
et al., 1991). The Mini International Neuropsychiatric interview (Sheehan et al., 1998) was 
administered by the first author of this study to every 10th patient to confirm the diagnosis given by 
their psychiatrist. This is also to ensure that patients who attended other clinics such as Medical 
clinics, Ear, Nose and Throat (ENT) clinics, Ophthalmology clinics and Orthopedic clinics did not 
have any psychiatric illnesses. The Kappa value was found to be 0.784 and the percentage of 
agreement was 81.9% for patients with mood disorders, 100% for patients with anxiety disorders 
and 100% for patients with the diagnosis of co morbid mood and anxiety disorders. 
 
5.3.3 Procedure 
 
Psychiatry patients’ sample 
Patients who attended psychiatry clinics for follow up appointments, new cases and emergency 
cases with the diagnosis of unipolar mood disorders, anxiety disorders and comorbid mood and 
anxiety disorders were approached to participate in this study. A total of 971 patients were 
approached based on their diagnoses as above, however 211 declined due to the following reasons: 
unable to read either Bahasa Malaysia or English, unable to concentrate or discontinued after being 
called by their respective psychiatrists for consultation. Four hundred and forty five patients refused 
to fill up without giving any specific reasons. A total of 283 patients with any of the three diagnoses 
as above participated in this study after obtaining their written consent. For both psychiatry and 
medical samples, the first author administered The Mini International Neuropsychiatric interview 
(MINI) (Sheehan et al., 1998) for every 10
th
 patient recruited which aimed to ascertain the diagnosis 
given by their psychiatrist for the former and exclude the psychiatric diagnosis in the latter. Patients 
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took approximately 45 minutes to complete the entire set of questionnaires. A total of 168 patients 
filled up the questionnaires in English and 115 in Bahasa Malaysia. 
 
Medical patients samples’ 
The medical patients recruited in this study were from Medical clinics, Ear, Nose and Throat (ENT) 
clinics, Ophthalmology clinics and Orthopedic clinics. A total of 247 patients were approached in 
the clinics while waiting for their consultation with their respective doctors. Twenty seven patients 
declined for not being able to read in Bahasa Malaysia or English and the remaining 20 had some 
form of psychiatric illnesses. Two hundred patients without any psychiatric illnesses participated in 
this study after obtaining their written consent. The Mini International Neuropsychiatric Interview 
(MINI) for every 10th patient to identify if participants had any psychiatric illness. Patients took 
approximately 45 minutes to complete the entire set of questionnaires. A total of 93 patients filled 
in the questionnaires in English and 107 in Bahasa Malaysia 
 
5.3.4 Translating and back translating procedure 
A team of four consisting of two bilingual clinical psychologists (both possesses a Master’s degree 
qualification), and two psychiatry registrars, independently translated and back-translated the 
English version of the study measures. Subsequently, the questionnaires were proofread by a 
professional language interpreter to identify and reconcile any language discrepancies derived from 
the translation procedure. 
 
5.3.5 Ethical approval 
Before undertaking the assessment, all participants gave their signed informed consent agreeing to 
participate in this study. Ethical approvals were obtained from the research ethic committees 
belonging to Universiti Kebangsaan Malaysia Medical Centre (Project Code: FF-251-2010) and 
Behavioral & Social Sciences Ethical Review Committee of University of Queensland (Project No: 
2010001093).  
 
5.3.6 Data analysis 
Data in this study was analyzed using the Statistical Program for the Social Sciences version 15.0 
and AMOS version 20.0. Data screening was done with descriptive statistics. Meanwhile, Cronbach 
alpha was used to evaluate the reliability. Correlations were used to analyze the concurrent validity 
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of SWLS. The discriminant validity, specificity and sensitivity of the SWLS were analyzed using 
logistic regression analysis.  
 
The factor structure of SWLS was examined using the exploratory factor analysis (EFA). 
Meanwhile the Kaiser-Meyer Oklin (KMO) value and correlation matrix were used to examine the 
suitability of the data for factor analysis. A KMO value of 0.7-0.8 and above is considered good for 
factor analysis. The CFA model fit was tested using a few alternative statistics methods. A good 
model fit has low chi-square goodness-of-fit and is statistically not significant. In addition, an 
acceptable model has a value of SB-
2
/d.f. (chi-square divided by its degrees of freedom) of 3.
 
Other indices were Goodness-of-Fit Index (GFI), Adjusted-Goodness-of-Fit Index (AGFI), 
Comparative Fit Index (CFI) and the Root Mean Square Error Approximation Index (RMSEA). The 
AGFI and CFI should be 0.90 and if the RMSEA is  0.08 the fit is acceptable (Brown & Cudeck, 
1993) 
 
 
5.4 RESULTS 
5.4.1 Assumption testing 
Before conducting the primary analyses, all data cleaning and descriptive analysis were conducted.  
Data cleaning included checking the accuracy of data entry, missing values, outliers and 
assumptions of multivariate analysis. No outliers and assumptions of multivariate analysis were 
found. The missing cases were fewer than 5% and appeared to be distributed randomly throughout 
the rest of cases. Skewness and kurtosis statistics was used to assess the frequency distributions and 
it indicated that departures from normality were minimal.  
 
5.4.2 Descriptive analyses 
 
A total of 483 participants were recruited for this study with 188 (38.9%) male and 295 (61.1%) 
female patients. The sample consisted of 203 (42%) patients diagnosed with unipolar mood 
disorders, 65 (13.4%) with anxiety disorders, 15 (3.1%) co morbid anxiety and mood disorders, and 
200 (38%) with medical illnesses. The participants’ ages ranged from 16 to 75 years, with a mean 
of 42 years. The marital status of the participants included singles (26.2%), married (62.1%), 
divorced (5.6%), widowed (1.6%), separated (1.5%) and 3% without the marital status. Two 
hundred and fifty eighty (53.4%) of the participants were Malays followed by Chinese 157 (32.5%), 
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Indians, 53 (11%) and finally other races, 15 (3.1%). The educational background of the 
participants included matriculation/ pre university/ college/ STPM (60%), high school certificate 
level (38.3%), 1.4% of the participants had only completed primary school and 0.4% without 
having had any formal education.  A total of 261 (54%) subjects filled in the English version 
questionnaires and the rest in the Bahasa Malaysia version.  
 
5.4.3 Exploratory Factor Analysis 
A sample size of 168 was used for EFA for SWLS this study. According to Tabanick and Fidell 
(2007), 150 cases should be sufficient for factor analysis if solutions have several high loading 
marker variables (above 0.80). The correlation matrix showed the presence of many coefficients of 
0.4 and above and the data was decided as being suitable for factor analysis. The Keiser-Meyer-
Olkin value was 0.870 exceeding the recommended value of 0.6 (Kaiser, 1970) indicating sampling 
adequacy. The significant value (1<0.001) of Barlett’s Test of Sphericity also supported the 
factorability of the correlation matrix and the data was decided as being suitable for factor analysis. 
The number of factors to retain was based on several criteria: eigenvalues with minimum of 1, 
factor loadings with minimum of 0.40 and minimal factorial complexity. In addition to the above, 
the factors needed to be interpreted meaningfully. The EFA results were summarized in Table 5.1. 
As can be seen from Table 5.1, the single component solution was explained by a total of 68% of 
the variance. When Promax rotation was performed, all items loaded strongly on one factor 
solution.  
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Table 5.1: Pattern matrix of exploratory factor analysis and Cronbach alpha for SWLS 
Item 
No 
Title Factor Communalities 
3 satisfied with life                                                            .890 .793 
1 life is close to ideal                                                                                  .840 .706 
2 conditions of life are excellent                                       .815 .665 
4 gotten the important things                                            .743 .552 
5 will change almost nothing                                             .553 .305 
 Eigenvalues 3.38  
 
Percent of variance 67.58  
 
Cronbach’s alpha 0.86  
Footnote: SWLS- Satisfaction With Life Scale 
 
 
5.4.4 Confirmatory factor analysis 
The remaining 315 patients from the total sample were used for confirmatory factor analysis for 
SWL. Using the 5 items of SWL, a good fit of the uni-dimensional model to the data was obtained 
(2=5.540, df=5, SB2/df=1.108, p=.000, GFI=.993, AGFI=.979, CFI=.999, RMSEA= .019) (see 
Figure 5.1). CFA was also used to test 3 other models suggested by Bai, Wu, Zheng & Ren (2011), 
Glaesmer et al., (2011) and Swami & Chamorro- Premuzic (2009), and the results in Table 5.2 
showed that the 4 models also supported the uni-dimensional factor structure. 
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Figure 5.1 
Figure 1: Standardized regression weight for items in SWLS 
 
Footnote: SWLS-Satisfaction With Life Scale; df-degree of freedom; Chi-square/df-chi-square divided by its degrees of 
freedom; GFI-Goodness-of-Fit Index; AGFI- Adjusted –Goodness- of- Fit Index; CFI-Comparative Fit Index; RMSEA- 
Root Mean Square Error Approximation Index; TLI- Tucker-Lewis Index 
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Table 5.2:  Comparisons of different factorial models for SWLS 
   Model                               2                  df             2/ df        CFI                  RMSEA 
1. Swami & Chamorro-     35.9           5                7.18          .99                        .06  
Premuzic 
2. Bai et al                        574.08        4                 143.52      .99                        .09 
3. Glaesmer et al              212.74        5                  42.5         .98                         .07 
4. Aishvarya et al             5.540          5                  1.108       .99                         .02  
1. Malay community sample; 2. sample of participants in China ; 3. German general population; 4. 
psychiatry and medical outpatients 
Footnote: SWLS- Satisfaction With Life Scale; df-degree of freedom; 2-Chisquare; 2/ df Chisquare/df-chi-square 
divided by its degrees of freedom; CFI-Comparative Fit Index; RMSEA- Root Mean Square Error Approximation 
Index. 
 
5.4.5 Reliability analysis of the SWLS scales 
The internal consistency of the SWLS in the total sample (n= 483), was 0.86. This indicated 
sufficient internal consistency according to the suggested criterion level for a coefficient’s alpha of 
0.70 and above by Nunnally & Bernstein in 1994. The inter-item correlations ranged from 0.48 to 
0.76 and this indicated that there was lack of multicollinearity since the value was below 0.80 
(Tabachnick & Fidell, 2007).  
 
5.4.6 Concurrent validity 
The Pearson correlation was used to evaluate the concurrent validity. The descriptions of the scales 
and their intercorrelations are shown in Table 5.3. When high correlation is obtained between 
measures of similar constructs, it indicates good concurrent validity. Scales measuring protective 
factors for suicidal behavior in this study included PANSI-positive, RSE, ATH, PSR and RFL. 
Meanwhile scales measuring risk factor included PANSI-negative, BHS and DASS. The results 
revealed a strong positive relationship between the total score of SWLS with measure of protective 
factors, PANSI- Positive, RSE, PSR and a moderate positive relationship with AHT and RFL. 
Meanwhile, a strong negative relationship was found between the total score of SWLS with the 
measure of risk factors, DASS, BHS and Pansi-Negative. This illustrated that the SWLS holds good 
concurrent validity. 
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Table 5.3: Intercorrelations for SWLS with PANSI NEGATIVE, PANSI POSITIVE, RSE, 
AHT, PSR, RFL, BHS and DASS  
Variables RFL RSE AHT PSR PANPO PANNEG BHS DASS 
SWLS .371** .502** .372** .472** .508** -.412** -.533** -.515** 
(Pearson correlation coefficient; ** p.001)   
 
SWLS-Satisfaction With Life Scale; RFL- Reasons For Living Inventory; RSE- Rosenberg Self-Esteem Scale; AHT- 
The Adult Trait Hope Scale; PSR- Provision of Social Relations; PANPO-Positive And Negative Suicide Ideation 
Inventory (Pansi Positive); PANNEG- Positive And Negative Suicide Ideation Inventory (Pansi Negative); BHS-Beck 
Hopelessness Scale; DASS-The Depression Anxiety Stress Scale 
 
5.4.7 Discriminative validity 
In order to evaluate the contribution of SWLS in differentiating between patients who attempted 
suicide (coded as 1) and patients who did not attempt suicide (coded as 0), a logistic regression 
analysis was used. In the comparison between patients who attempted suicide and the control group, 
scores of SWLS (estimate=-.115, p<0.05, OR=0.891, 95% CI=0.86, 0.92) (see Table 5.4) were 
identified as significant and SWL as a useful risk instrument in differentiating these two groups. 
SWLS had an overall classification accuracy estimate of 85.2%. 
 
Table 5.4: Discriminant analyses of SWLS 
 
 
B S.E. Wald Df Sig. Exp(B) 
95.0% CI  for EXP(B) 
Lower Upper 
TSWL -.115 .018 41.172 1 <.001** .891 .860 .923 
Constant .614 .356 2.966 1 .085 1.848   
**p<.001; 95% CI = 95% Confidence Interval 
Footnote: SWLS-Satisfaction With Life Scale; TSWL-total Satisfaction With Life Scale; df- degree of freedom; sig-
significance probability; S.E.- standard error; CI- confidence Interval 
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5.4.8 Criterion validity 
Table 5.5 shows that the medical patients showed significantly higher mean scores on the SWLS 
than the psychiatric patients (see Table 5.5). This showed that the SWLS has good criterion validity. 
 
Table 5.5: Mean score and standard deviation of SWLS for psychiatry and medical patients 
 
Psychiatric patients 
Mean (+ SD) 
Medical patients 
Mean (+ SD) 
 
SWLS 
20.5 + 7.67 25.4  + 6.00** 
**p<.001 
Footnote: SWLS-Satisfaction With Life Scale; SD-standard deviation 
 
 
5.5 DISCUSSION 
The goal of the present study was to evaluate the factor structure and psychometric properties of 
SWLS on psychiatry and medical outpatients in Malaysia. Confirmatory factor analysis revealed a 
uni-dimensional solution based on most model fit indices. This finding was in line with numerous 
previous studies in different samples (556 Chinese; 442 American students; 487 Israel adults; 1700 
healthy Dutch young adults; 2080 Spanish junior high students; 1554 Malay speaking community) 
supporting the uni-dimensional factor model (Anaby et al., 2010; Arrindell et al., 1999;  Atienza et 
al.,  Oishi, 2006;  & Swami & Chamorro- Premuzic, 2009). 
 
The single factor of the 5-itemed SWLS had the total variance of 67.58, which appears to be unique. 
It should be noted that the reliability and validity of SWLS was not affected even though the sample 
consisted of Malays, Chinese and Indian with different cultural backgrounds and religions. These 
results suggested that the cultural and religious differences among participants did not appear to 
influence their evaluations of their life satisfaction. In addition, patients who participated in this 
study (98.3%) had an education level of at least a high school certificate level and this would have 
helped them in understanding the questionnaire better in evaluating their satisfaction with life. 
Swami and Chamooro-Premuzic (2009) reported that the SWLS was a valid and reliable measure of 
life satisfaction for the Malay-speaking population in Malaysia. Meanwhile, SWLS was reported to 
be useable among Chinese in both Taiwan ( Wu & Yao, 2006) and Hong Kong (Sachs, 2004). 
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The SWLS factor proved to have high internal consistency, with Cronbach α touching 0.86. This 
result is consistent with findings by Arrindell et al. (1991) whereby the internal consistency for 
SWLS was 0.87 in non-psychiatric medical outpatient sample and in other previous studies (e.g. 
(Bai et al., 2011; Glaesmer, 2011; Swami  & Chamooro-Premuzic, 2009). In contrast to our 
findings, Howell, Howell & Schawake, 2006) reported low internal reliability for SWLS (in 
question-format) among an Orang Asli sample in Peninsular Malaysia. According to the authors, 
the finding was likely due to several factors. The Orang Asli sample had a very low basic 
educational level and they may not have been fluent in Bahasa Malaysia. In addition, this group 
may have been unfamiliar with psychological testing. Logistics regression showed that SWLS had 
good discriminative validity whereby the scale was able to differentiate patients with suicidal 
attempts and with non-suicidal attempts. In addition, SWLS had good criterion validity with the 
mean score of SWLS was found to be significantly higher among medical patients compared to 
psychiatric patients. Gouveia, Milfont, Fonseca & Coelho (2009) reported that criterion validity for 
SWLS was positively related with the positive effect and negatively with negative effect. The 
results of the study further verified the concurrent validity of SWLS with a significant positive 
correlation between SWLS total score with measure of protective factors, PANSI- Positive, RSE, 
ATH, PSR and RFL. Durak, Senol-Durak & Gencoz (2010) reported that SWLS had good 
concurrent validity in a sample of university students, correctional officers and elderly adults. The 
scores of the participants were positively correlated with self-esteem, month income and perceived 
current health status and were negatively correlated with late-life depression. Meanwhile a 
significant negative correlation was found between SWLS total score with measure of risk factors, 
DASS, BHS and Pansi-Negative. 
 
This is one of the first studies to validate the SWLS among psychiatry and medical outpatients for 
use in another Asian country. This study showed the evidence that SWLS is a reliable and valid 
measure of satisfaction of life for use in the Malaysian context. The usage of the EFA and CFA in 
this clinical sample and the cross-validation of different clinical samples for CFA were the major 
strength of this present study with the measures being used in a clinical setup among specific 
members of the population. 
 
It can be concluded from results that SWLS can be used with confidence in future research and 
clinical use in Malaysia especially among psychiatry and medical outpatients. 
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CHAPTER 6 
 
PSYCHOMETRIC PROPERTIES AND VALIDATION OF THE REASONS FOR LIVING 
INVENTORY IN AN OUTPATIENT CLINICAL POPULATION IN MALAYSIA 
 
 
6.1 ABSTRACT 
The Reasons For Living Inventory has shown to have good psychometric properties in the West for 
the past 3 decades. The current study examined the psychometric properties and factor structure of 
English and Malay version of the Reasons For Living (RFL) Inventory in an outpatient clinical 
sample in Malaysia. The RFL is designed to assess an individual’s various reasons for not 
committing suicide. A total of four hundred and eighty three participants (283 with psychiatric 
illnesses and 200 with medical illnesses) completed the RFL and other self-reporting instruments. 
Results of the EFA (exploratory factor analysis) and CFA (confirmatory factor analysis) supported 
the 6-factor oblique model as the best fitting model. The RFL was found to have high internal 
consistency, =0.94 with good concurrent, criterion and discriminative validities. Thus, the RFL is 
a reliable and valid instrument to measure the various reasons for not committing suicide among 
psychiatry and medical outpatients in Malaysia. 
 
 
This chapter is adapted from: 
S. Aishvarya, T. Maniam, C. Karuthan, Hatta Sidi, Nik Ruzyanei Nik Jaafar & Oei T.P.S. (re 
submitted reviewer’s comments) Psychometric properties and validation of the Reasons For 
Living Inventory in an outpatient clinical population in Malaysia. Comprehensive 
Psychiatry. 
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6.2 INTRODUCTION 
 
Suicide is a major public health problem worldwide and it is recognized in some countries to be one 
of the main three causes of death among those aged 15-44 years (World Health Organization, 
2012). In Malaysia, suicidal behavior is a growing cause for concern since suicide rates have 
increased by up to 60% in the past 45 years (Malaysian Psychiatry Association, 2007). It was 
reported by the Malaysian Psychiatric Association (2007) that approximately 7 people commit 
suicide daily in this country. Meanwhile, admissions and deaths in government hospitals in 
Malaysia due to suicide attempts were reported to be on a constant rise from the year 1999 to 2007. 
The report by the National Suicide Registry (2008), showed that the cases of completed suicide 
from July – December, 2007 were 113, with 73 men and 31 women. The majority were the Chinese 
(43%) followed by Indians (29%) and Malays (11%).  
 
Much research effort has focused on identifying suicide risk factors that increase the risk of an 
individual of engaging in self-destructive behavior. Consistent with this growing interest, several 
self-reporting measures have been developed and validated for identifying these factors such as the 
Suicide Probability Scale (Cull & Gill, 1982). 
 
However, less attention has been given by researchers to the role of buffering or protective factors 
against suicidal behavior. In view of this concern, Linehan and colleagues developed The Reasons 
for Living Inventory (RFL) (Linehan, Goodstein, Nielsen, Chiles, 1983), which has 48-items with 
specific reasons for an individual for not committing suicide. The RFL was developed based on a 
cognitive-behavioral model to examine the cognitive factors, which act as a buffer against suicidal 
behavior. A total of six subscales were selected based on factor analyses which were carried out on 
two samples of normal adult subjects: suicidal and coping belief (SCB), responsibility to family 
(RF), child-related concerns (CC), fear of suicide (FS), fear of social disapproval (FSD) and moral 
objections (MO). The RFL is rated based on 6 levels of importance, which ranges from 1 (not at all 
important) to 6 (extremely important). 
 
Studies investigating the psychometric properties of the RFL inventory have been conducted in 
different populations. Cole (1989), reported initial normative data using a modified version of RFL 
on 285 high school and 79 delinquent adolescents. Osman, Jones & Osman (1991), reported the 
internal consistency for RFL, which was satisfactory based on a sample of 110 undergraduates. 
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Factor analytic studies (Osman, Jones, Osman, 1992; Osman et al., 1993) among college students 
and adult psychiatric inpatients identified 5 and 6 factors respectively. However, only exploratory 
factor analysis was performed in both these studies. In a sample of 205 long-term care psychiatric 
inpatients using confirmatory factor analysis, 6 original factors with high coefficient alphas (.93) 
were identified by Linehan et al., (1983). 
 
According to the Malaysian Psychiatric Association (2004), approximately 7% to 10% of depressed 
patients are expected to be at risk of suicide in the next 10 to 15 years. So it is important to validate 
RFL in Malaysia especially among this population in order to conduct reliable studies on suicidal 
behavior in Malaysia. Questionnaires originally developed in one cultural setting cannot 
automatically be applied in another culture. They have to be tested and validated for their 
psychometric properties. To date, there is only a single study on suicide risk in this population in 
Malaysia (Chan, Maniam & Shamsul, 2011). However RFL was not used and the scales to measure 
suicidal ideation and depression were not validated in this study. A validated scale in a specific 
population and diversified culture like Malaysia will be very useful as a reliable measure to be used 
in this specific population in future. Thus, our study aimed at (a) examining the factor structure and 
psychometric properties of RFL in a sample of clinical patients in Malaysia (b) to examine the 
relationship between the RFL and the other measures of suicidal behavior and general 
psychopathology (c) to provide evidence on the psychometric properties of this scale in order for it 
to be used in Malaysia. 
 
6.3 METHOD 
6.3.1 Participants  
The data for this study is part of a research program looking at risk and protective factors among 
mood disorders patients in Malaysia. Participants were recruited from Universiti Kebangsaan 
Malaysia Medical Centre (UKMMC) and a total of 483 psychiatric and medical outpatients 
participated in this study. UKMMC is a semi-government hospital, which is located in Cheras, 
Kuala Lumpur and it is also the teaching hospital for the Universiti Kebangsaan Malaysia and a 
national tertiary hospital. UKMMC receives referral cases from district hospitals, government 
primary health clinics and private clinics from all over Malaysia. Participants included in this study 
were aged between 18 to 76 years with the diagnosis of unipolar mood disorders, anxiety disorders 
or co morbid anxiety and mood disorders as defined by the DSM-IV-TR who gave written consent.  
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Patients, who were too psychotic or ill to be interviewed, did not give written consent or could not 
comprehend the task in Bahasa Malaysia or English were excluded from the study. 
 
The 283 psychiatric patients consisted of 203 (42.0%) patients diagnosed with of unipolar mood 
disorders, 65 (13.4%) with anxiety disorders and 15 (3.1%) with co morbid anxiety and mood 
disorders. The remaining two hundred medical patients were outpatients coming to the hospital for 
medical illnesses.  
 
6.3.2 Measures 
Participants completed a brief demographic questionnaire, the Reasons For Living Inventory and 
seven other self-reporting instruments: The Depression Anxiety Stress Scale-21, Satisfaction With 
Life Scale, Beck Hopelessness Scale, Rosenberg Self Esteem Scale, Positive and Negative Suicide 
Ideation Inventory, Provision of Social Relations and The Adult Trait Hope Scale.  
6.3.3 Procedure 
 
Psychiatry and medical patients samples’ 
 
For the psychiatry sample, all outpatients with any diagnosis of unipolar mood disorders and mood 
disorders and/or anxiety disorders who were either follow-up, new or emergency cases within the 
study period were invited to take part in this study. Meanwhile medical patients were recruited from 
those attending any of the following clinics: Medical, Ear, Nose and Throat (ENT), Ophthalmology 
and Orthopedic outpatients. The patients were explained the study and those who agreed to 
participate gave their informed consent. Then, they proceed to answering the questionnaires 
described above which took approximately 45 minutes to complete. 
For both psychiatry and medical samples, the first author administered The Mini International 
Neuropsychiatric interview (MINI) (Sheehan et al., 1998) for every 10th patient recruited which 
aimed to ascertain the diagnosis given by their psychiatrist for the former and exclude the 
psychiatric diagnosis in the latter. The percentage of agreement was 81.9% for patients with 
unipolar mood disorders and 100% for both patients with anxiety disorders and patients with the 
diagnosis of comorbid mood and anxiety disorders groups with a kappa value of 0.784.  
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6.3.4 Translating and back translating procedure 
The back-translating procedures were used and two bilingual psychiatry registrars and two clinical 
psychologists translated the English version of all the instruments. Subsequently, the questionnaires 
were proofread by a professional language interpreter to identify and reconcile any language 
discrepancies derived from the translation procedure. 
 
6.3.5 Ethical approval 
The study received ethical approval from the research ethic committees of Universiti Kebangsaan 
Malaysia Medical Centre (Project Code: FF-251-2010) and Behavioral & Social Sciences Ethical 
Review Committee of University of Queensland (Project No: 2010001093). Every patient gave 
their informed consent for this study. 
 
6.3.6 Data analysis 
The data was analyzed using the Statistical Program Social Sciences version 15.0 and AMOS 
version 20.0 software.  Data was first screened using the descriptive statistics, followed by the 
analyses as below:  
i. Cronbach alpha coefficients were obtained to measure the reliability of RFL. 
ii. Correlations with logistic regression analysis were determined to obtain the concurrent 
validity of RFL. 
iii. The Kaiser-Meyer Oklin (KMO) value and correlation matrix were obtained to determine 
the suitability of data for factor analysis with a KMO value of 0.7-0.8 and above taken as 
suitable. 
iv. Exploratory Factor Analysis (EFA) was used to examine the factor structures of RFL. 
v. Confirmatory Factor Analysis (CFA) was used to determine the model fit. An acceptable 
model is indicated by a value of SB-2/d.f. (chi-square divided by its degrees of freedom) of 
3. Alternatively, indices such as Adjusted –Goodness- of- Fit Index (AGFI) with value of 
0.90 and the Root Mean Square Error Approximation Index (RMSEA) with value of  0.08 
are also indicative of an acceptable fit (Brown & Cudeck, 1993) 
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6.4 RESULTS 
 
Table 6.1 shows the descriptive analyses of diagnosis, gender, race, age and marital status of the 
sample. In addition, 65 (27.7%) patients with psychiatry illnesses and 3 (1.5%) patients with 
medical illnesses were identified to have a history of suicide attempts in this study. 
 
 
6.4.1 Exploratory Factor Analysis 
A sample size of 168 was used for EFA for 48-itemed RFL in this study. According to Tabanick 
and Fidell (2007), 150 cases should be sufficient for factor analysis if solutions have several high 
loading marker variables (above 0.80). The correlation matrix showed the presence of many 
coefficients of 0.4 and above and it was decided that the data was suitable for factor analysis. The 
Keiser-Meyer-Olkin value was 0.870 exceeding the recommended value of 0.6 (Kaiser, 1970) 
indicating sampling adequacy. The significant value (1<0.001) of Barlett’s Test of Sphericity also 
supported the factorability of the correlation matrix and the data was seen as being suitable for 
factor analysis. The number of factors to retain was based on several criteria: 
 
 (a) minimum  of 1 as the value of eigenvalue 
(b) minimum of  0.40 as the factor loadings  
(c) minimal multiple loading , and 
(d) the interpretation of the factors to be meaningful 
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Table 6.1 Descriptive analyses of the sample 
 
Demographic characteristics N (%) 
 
 
Diagnosis 
Unipolar mood disorders - 203 (42%) 
 
Anxiety disorders  - 65 (13.4%) 
 
Co morbid anxiety and mood disorders - 15 
(3.1%) 
 
Medical patients  - 200 (41.4%) 
 
Gender 
Male  - 188 (38.9%) 
 
Female  -  295 (61.1%) 
 
 
Race 
Malays  - 258 (53.4%) 
 
Chinese  - 157 (32.5%), 
 
Indians  -  53 (11%) 
 
Other races  -  15 (3.1%). 
 
Age 
 
16 to 75 years, with a mean of 42 years 
 
 
 
Marital status 
Singles  – 127 (26.2%) 
 
Married  -  300 (62.1%) 
 
Divorced  - 27 (5.6%) 
 
Widowed  -  8 (1.6%) 
 
Separated   -  7 (1.5%) 
 
Without the marital status  -  14  (3%) 
 
The EFA results are summarized in Table 6.2, where the six component solution was explained by 
a total of 55.9% of the variance with factor one (SCB) contributing 33.9%, factor two (RF) 
contributing 6.7%, factor three (MO) contributing 4.7%, factor four (FS) contributing 4.1%, factor 
five (CC) contributing 3.5% and factor six (FSD) contributing 3.2%. When rotation was 
performed, 35 items instead of 48 items loaded into the 6 respective factors (suicidal and coping 
belief, responsibility to family, child-related concerns, fear of suicide, fear of social disapproval 
and moral objections) as found by Linehan and colleagues (1983). 
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Table 6.2: Pattern matrix of exploratory factor analysis for Reasons for Living Inventory 
Item No SCB RF MO FS CC FSD Communalities 
24 .80      .72 
32 .76      .74 
35 .76      .76 
36 .75      .62 
22 .74      .66 
44 .72      .60 
12 .70      .58 
13 .70      .67 
19 .69      .58 
4 .68      .69 
20 .68      .57 
42 .68      .69 
40 .63      .53 
2 .61      .76 
37 .61      .55 
14 .59      .56 
3 .56      .60 
17 .54      .49 
9  .58     .40 
16  53     .69 
27   .82    .67 
5   .70    .61 
23   .67    .59 
        34   .67    .61 
33    .71   .60 
46    .67   .63 
18    .43   .27 
 
 
 
Item No 
 
 
 
SCB 
 
 
 
RF 
 
 
 
MO 
 
 
 
FS 
 
 
 
CC 
 
 
 
FSD 
 
 
 
Communalities 
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26    .57   .55 
38    .56   .76 
21     .76  .56 
28     .72  .72 
11     .62  .61 
31      .74 .63 
41      .71 .65 
43      .61 .56 
Eigenvalues 16.27 3.21 2.24 1.94 1.68 1.52  
Percent of 
variance 
33.9 6.7 4.7              4.0 
35 items 
(55.96) 
3.5 3.2  
Notes:  Suicidal and coping beliefs (SCB), Responsibility to family (RF), Child-related concerns (CC), Fear of suicide 
(FS), Fear of social disapproval (FSD), Moral objections (MO) 
 
 
6.4.2 Confirmatory factor analysis 
Three hundred and fifteen patients from the remaining total sample were used for confirmatory 
factor analysis for RFL. Using the 35 items representing six latent variables, the model did not fit 
well. However after allowing correlations between three sets of error terms (e6 and e10), (e36 and 
e40) and (e21 and e22) within the RFL factor, a good fit of the model to the data was obtained 
(2=1196.74, df=542, SB2/ df=2.208, p=.000, GFI=.923, CFI=.977, RMSEA= .062 (see figure 
6.1). The correlations between (e6 and e10), (e36 and e40) and (e21 and e22) were significant, 
p<.01. 
 
 
6.4.3 Reliability analysis of the RFL scales 
The Cronbach’s alpha for the RFL in the total sample (n= 483) was 0.94. This indicated sufficient 
internal consistency of the coefficient alpha of 0.70 as suggested by Nunnally & Bernstein  (1994). 
The inter-item correlations ranged from 0.32 to 0.73 and this indicated that there was a lack of 
multicollinearity since the value was below 0.80 (Tabachnick & Fidell, 2007). 
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6.4.4 Concurrent validity 
The Pearson correlation was used to evaluate the concurrent validity. The descriptions of the scales 
and their inter-correlations are shown in Table 6.3. Good concurrent validity is obtained when 
measures of similar constructs are higly correlated. Protective factors for suicidal behavior in this 
study were measured using PANSI-positive, RSE, ATH, PSR and SWL. Meanwhile scales 
measuring risk factor included PANSI-negative, BHS and DASS. The results showed a significant 
positive correlation between RFL total score with measure of protective factors, PANSI-Positive, 
RSE, ATH, PSR and SWL. Meanwhile a significant negative correlation was found between RFL 
total score and the measure of risk factors, DASS, BHS and PANSI-Negative. This showed that the 
RFL has good concurrent validity. 
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0.58 
0.61 
0.41 
0.36 
0.42 
0.36 
0.34 
0.32 
0.39 
0.45 
0.43 
0.54 
0.55 
0.44 
0.40 
0.45 
0.52 
r9 
r16 
s18 
s26 
s33 
s38 
s46 
b5 
b23 
b27 
b34 
c11 
c21 
c28 
d31 
d41 
d43 
RF 0.72 
0.78 
FS 
0.60 
0.65 
0.60 
0.58 
0.68 
MO 0.62 
0.67 
0.57 
0.66 
CC 
0.74 
0.66 
0.73 
FSD 
0.67 
0.72 
0.63 
e1 
e2 
e6 
e7 
e8 
e9 
e10 
e11 
e12 
e13 
e14 
e15 
e16 
e17 
e18 
e19 
e20 
b32 
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b40 
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b24 
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b20 
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b14 
b13 
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b4 
b3 
b2 
0.37 
0.31 
0.49 
0.51 
0.54 
0.40 
0.47 
0.68 
0.56 
0.45 
0.48 
0.45 
0.63 
0.53 
0.37 
0.48 
0.50 
0.47 
0.70 
0.69 
0.69 
0.73 
0.61 
0.79 
0.68 
0.67 
0.67 
0.82 
0.75 
0.68 
0.63 
0.72 
0.56 
0.70 
0.74 
0.61 
e21 
e22 
e23 
e25 
e26 
e27 
e28 
e29 
e30 
e31 
e32 
e35 
e36 
e37 
e39 
e40 
e41 
e43 
SCB 
Notes:  
Suicidal and coping beliefs (SCB), Responsibility to family (RF), Child-related concerns (CC), Fear of 
suicide (FS), Fear of social disapproval (FSD), Moral objections (MO) 
 
Figure 6.1: Standardized regression weight for items in RFL 
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Table 6.3: Intercorrelations for RFL subscales with Pansi negative, Pansi Positive, RSE, AHT, 
PSR, SWLS, BHS, DASS, SCB, RF, MO, FS, CC and FSD  
Variables PANPO PANNEG RSE AHT PSR SWLS BHS DASS 
RFL .42** -.36** .34** .43** .33** .39** -.41** 
-.35** 
 
                     SCB            RF                MO          FS           CC         FSD 
 
                    .41**           .36**             .33**        .42 **      .34**      .51** 
 
 
 (Pearson correlation coefficient; ** p.001)  
 
Notes: RFL- Reasons For Living Inventory; RSE- Rosenberg Self-Esteem Scale; AHT- The Adult Trait Hope Scale; 
PSR- Provision of Social Relations; SWL-Satisfaction With Life Scale; PANPO-Positive And Negative Suicide 
Ideation Inventory (Pansi Positive); PANNEG- Positive And Negative Suicide Ideation Inventory (Pansi Negative); 
BHS-Beck Hopelessness Scale; DASS-The Depression Anxiety Stress Scale; SCB-Suicidal and coping beliefs, RF- 
Responsibility to family, CC-Child-related concerns, FS- Fear of suicide , FSD-Fear of social disapproval , MO-Moral 
objections. 
 
 
 
6.4.5 Discriminative validity 
In order to evaluate the contribution of RFL in differentiating between patients who attempted 
suicide and patients who did not attempt suicide, the logistic regression analyses were used. In the 
comparison between patients who attempted suicide and patients who did not attempt suicide, 
scores of RFL (estimate=-.024, p<0.05, OR=0.977, 95% CI=0.97, 0.99) (see Table 6.4) were 
significantly different between the two groups. The RFL was able to differentiate between those 
who attempted suicide and those who did not, with an overall classification accuracy estimate of 
83.2%. 
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Table 6.4: Discriminant analyses of RFL 
 
 B S.E. Wald Df Sig. Exp(B) 
95.0% C.I. for EXP(B) 
Lower Upper 
TRFL -.024 .004 31.252 1 .001 .977 .969 .985 
**p<.001; 95% CI = 95% Confidence Interval  
 
Notes:  RFL-Reasons for Living Inventory; TRFL-Total Reasons for Living Inventory; df- degree of freedom; sig-
significance probability; S.E.- standard error; CI- confidence Interval 
 
 
6.4.6 Criterion validity 
Table 6.5 shows that medical patients showed significantly higher mean scores on the RFL than 
psychiatric patients.  
 
Table 6.5: Mean and standard deviation of RFL for psychiatric and medical patients 
 
 
Reasons For Living 
Inventory 
Psychiatric patients 
Mean (+ SD) 
 
161.18 / 31.4 
Medical patients 
Mean (+ SD) 
 
174.51 / 26.2** 
**p<.001  
 
Notes: RFL-Reasons For Living Inventory; SD-standard deviation 
 
  
6.5 DISCUSSION 
From our findings, the RFL Inventory appears to be a valid instrument for use in Malaysian clinical 
settings. The exploratory factor analysis (EFA) suggested six (suicidal and coping belief, 
responsibility to family, child-related concerns, fear of suicide, fear of social disapproval and moral 
objections) structures retaining 35 out of the 48 original items suggested by Linehan and colleagues 
(1983). The six factors collectively explain 55.96% of variance in reasons for living. The CFA 
further confirmed the 6-factor model. 
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The total of 35 items of the 6 factors above loaded on the original respective factors, however the 
total items in 3 factors (“Survival and coping beliefs”, “Fear of suicide”, “Responsibility to 
Family”) were fewer than that suggested by Linehan et al., (1983). Eighteen items loaded on 
the“Survival and Coping Beliefs” factor leaving 6 items (I do not believe that things get miserable 
or hopeless enough that I would rather be dead, I do not want to die, I am too stable to kill myself, I 
am curious about what will happen in the future, I believe killing myself would not really 
accomplish or solve anything, I see no reason to hurry death along) not loading into any of the 
original six factors. For the factor “Responsibility to family” only two items loaded with five items 
did load into any factors (I have a responsibility and commitment to my family, My family might 
believe I did not love them, It would hurt my family too much and I would not want them to suffer, I 
would not want my family to feel guilty afterwards, I would not want my family to think I was selfish 
or a coward). Finally two items (I am afraid of death, I have great faith in the future) of  the “Fear 
of suicide” factor did not load into any factors.  
 
The cultural factors could be one of the reasons for some of the items in RFL not loading into any 
factors among this population. It is worth noting that being dead or dying was not part of the 
survival and coping beliefs among participants in this study. The Malays, Chinese and Indians in 
Malaysia differ widely in their religious affiliations and cultural backgrounds. The Malays who are 
Muslims consider committing suicide a serious sin. They believe that if they were to commit 
suicide, they would be placed in hell and talking about committing suicide is uncommon in this 
culture. The participants would have felt uncomfortable answering certain questions on suicidal 
behavior since it is against their religious beliefs.  The Muslims also believe in ‘Qada” and ‘Qadar’ 
whereby whatever happens in one’s life is decided by the Almighty and an individual should 
surrender to ‘Allah’. They are not supposed to question problems given to them in their lives and 
should leave everything to God. Even though currently suicide rates are highest among the Chinese 
in Malaysia, it appears that they still do not consider death as a method of survival and not part of 
their coping beliefs. The Chinese in Malaysia mainly originated from Mainland China and believe 
in working hard in solving problems and facing life. Meanwhile, suicidal behavior among the 
Indians used to be the highest compared to other races and ending one’s life was the ultimate 
solution for problems. However, this is not the scenario in this study. Even though the members of 
this study consisted of psychiatry patients, interestingly, suicidal behaviors were not part of their 
coping and survival mechanisms. 
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The RFL proved to have sufficient internal consistency (=0.94). Logistic regression showed that 
RFL had good discriminative validity. RFL as the protective measures was able to differentiate 
patients with suicide attempts from those who did not make such attempts. In addition, RFL had 
good criterion validity whereby the mean score of RFL was found to be significantly higher among 
medical patients compared to psychiatric patients. This finding is consistent with findings from 
Osman et al. (1999), which showed RFL as the useful instrument in differentiating between suicide 
attempters and psychiatric control groups. The results of the present study further verified the 
concurrent validity of RFL with significant positive correlation between RFL total score with 
measures of protective factors, PANSI-Positive, RSE, ATH, PSR, SWL and a significant negative 
correlation was found between RFL total score with measures of risk factors, DASS, BHS and 
PANSI-Negative. 
 
This validation of the RFL is one of the first studies in a country with a varied cultured population 
such as Malaysia.  Clear evidence was shown and proven in this study whereby RFL was found to 
be a reliable and a valid measure to assess an individual’s various reasons for not committing 
suicide. The usage of EFA and CFA analyses appeared to be the major strengths of this study. 
 
In conclusion, the 35-items RFL appears to be a sound measure of protective factors relating to 
outpatient suicide-related behaviors and it is comparable with other self-report measures. The RFL 
may be used with confidence among medical and psychiatric outpatients. In addition, RFL can be 
used confidently in research on suicidal behavior and also by clinicians among patients in the 
treatment of suicidal behavior. 
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CHAPTER 7 
 
RISK AND POTECTIVE FACTORS FOR SUICIDAL BEHAVIOR AMONG 
OUTPATIENTS WITH UNIPOLAR MOOD DISORDERS IN MALAYSIA 
 
7.1 ABSTRACT 
 
The aim of this study was to investigate the role of the risk and protective factors for suicide 
behavior (suicide ideation and suicide attempt) among outpatients with unipolar mood disorders in 
Malaysia. A total of 435 outpatients (283 females and 152 males) with 235 patients with the 
diagnosis of unipolar mood disorders and the 200 remaining were patients with medical illnesses 
participated in this study. All participants completed the Positive and Negative Suicide Ideation 
Inventory (PANSI), Beck Hopelessness Scale (BHS), Depression Anxiety Stress Scale-21 (DASS-
21), Reasons For Living Inventory (RFL), Provision Of Social Relations (PSR), Satisfaction With 
Life Scale (SWLS), Rosenberg Self Esteem Scale (RSE) and the Adult Trait Hope Scale (ATHS). 
The risk factors were measured using the BHS and DASS-21. Meanwhile, the protective factors 
were measured using the RFL, PSR, SWLS, RSE and AHTS. The MANOVA analyses revealed 
that the psychiatry patients with unipolar mood disorders had significantly higher mean scores on 
risk factors (hopefulness, depressive, anxiety and stress symptoms) and significantly lower mean 
scores on protective factors (reasons for living, self esteem, social support, hopefulness and 
satisfaction with life) as compared to patients with medical illnesses. In addition, patients with 
suicidal ideation had significantly higher mean scores on risk factors and significantly lower mean 
scores on protective factors. And finally there was a significant interaction between the diagnosis 
(psychiatry and medical) and suicidal behavior (suicidal ideation). 
 
 
7.2 INTRODUCTION 
 
The review of literature on suicidal behavior in Malaysia in Chapter 2 showed that research on 
suicidal behavior is limited and fragmented in the past five decades.  In addition, the researches on 
risk and protective factors for suicidal behavior are rather limited too since in the first two decades, 
research has been mainly descriptive studies looking at socio demographic, methods and reasons for 
suicidal behavior (Chapter 2; Aishvarya, Maniam, Hatta & Oei, 2013a). Furthermore, none of the 
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instruments to measure suicidal behavior was validated in Malaysia until recently on PANSI 
(Chapter 3; Aishvarya, Maniam, Karuthan & Oei, 2013d), BHS (refer to Chapter 4), SWL (Chapter 
5; Aishvarya, Maniam, Karuthan, Hatta, Nik & Oei, 2013b) and RFL (Chapter 6; Aishvarya, 
Maniam, Karuthan ,Hatta, Nik & Oei, 2013c). 
 
People having the risk factors are considered at greater potential for suicidal behavior meanwhile 
protective factors are associated with reduction in the behavior. Research has examined and 
identified a number of risk and protective factors in suicidal behavior in the West and it is 
considered crucial to understand the interaction between these two factors and also how this 
interaction can be modified in the work of suicide prevention (Moscicki, 1997).   
 
Earlier, risk factors were the concern for researches in the area of suicidal behavior as compared to 
protective factors (Brown, Beck, Steer and Grisham, 2000; Oquenda, Halberstam & Mann, 2003; 
Chioqueta & Stiles, 2003, 2004a 2004b; Kessler, Borges, & Walters, 1999; Sanchez, 2001). In the 
Western literature, some of the factors which had been identified as the risk factors for suicidal 
behavior include having mood disorders (Wulsin, Vaillant & Wells, 1999; Sokero et al., 2005; 
Botswick & Pankratz, 2000; Pietrzak et., 2010), anxiety disorder (Kamath, 2007; Sareen et al., 
2005), borderline personality disorder (Pompili, Girardi & Ruberto, 2005), schizophrenia (Palmer, 
Pankratz & Bostwick, 2005); PTSD (Pietrzak et al., 2010), hopelessness (Beck, Steer, Kovacs, & 
Garrison, 1985; Wetzel, 1976; Brown et al (2000); Malone et al. 2000; Briton et al., 2008), misuse 
of alcohol and substance (Cherpitel, Borges & Wilcox, 2004; Neeleman, 2001; Kaslow et al. 2002; 
Pietrzak et al., 2010), severe negative life events, a history of child maltreatment, high levels of 
psychological distress and depression, hopelessness about the future (Kaslow et al. 2002), life 
hassle (Kaslow et al, 2005), lacking a partner, previous suicide attempt, total time spent in major 
depressive episode (Sokero, et al., 2005), psychosocial difficulties and lack of social support 
(Pietrzak, 2010).  Meanwhile in Malaysia, based on literature review by Aishvarya et al., 2013, 
having depression (Peng & Chia, 1997; Azizul, 2001, Suziah, 2003), Type 2 diabetes mellitus (Ong, 
2004), migraine (Tan, 2006), poor social support (Zuraida, 2000), history of previous suicide 
attempt (Suziah, 2003, Chan 2012), poor social network (Zuraida, 2000); follicular phase of the 
menstrual cycle (Ainsah, Norharlina & Osman, 2008), medical illness (Hamidin & Maniam 2011), 
severity of suicide ideation, recent life events and comorbid alcohol use (Chan, 2011) were 
identified as some of the risk factors for suicidal behavior. 
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However over the last decades, more attention has been paid in investigating and identifying 
protective factors for suicidal behaviors (Grad, 2001). Reason for living (Malone et al., 2000; 
Oquendo et al.,2005), hopefulness (Meadow et al. 2005; Kaslow, 2002), social support (Everall, 
Altrows & Paulson, 2006; Kaslow et al., 2002;  Kaslow et al. 2005; Nisbet, 1996; Coker et al. 2002; 
Donald et al, 2006; Meadows, 2005; Pietrzak, 2010), satisfaction with life (Koivumaa et al. 2001, 
2003), self esteem (Lewinson et al, 1994, Kjelsber et al. 1994), coping skills (Kaslow, 2002) were 
some of other protective factors for suicidal behavior which, had been studied extensively in the 
West. Meanwhile religious salience (Zuraida & Ahmad, 2007, Kannan 2010, Maisarah, 2008); 
being married (Hussain, 1997), having coping skills, responsibility to family (Kannan, 2010) and 
recent changes in personal habit (Chan, 2011) were the only protective factors for suicidal behavior, 
which had been studied so far in Malaysia (Aishvarya et al., 2013a). 
 
So the objective of the present study was to identify some of risk and protective factors for suicidal 
behavior, which had been studied widely in the West to be tested among outpatients with unipolar 
mood disorders in Malaysia. Psychiatry patients were hypothesized to have higher risk factors and 
lower protective factors as compared to medical patients. Psychiatry patients with suicidal behavior 
were also hypothesized to have higher risk factors and lower protective factors as compared to 
psychiatry patients without suicidal ideation. Finally, suicidal behaviors were hypothesized to have 
significant interaction with diagnosis (psychiatry versus medical). 
 
7.3 METHOD 
 
7.3.1 Participants 
 
A total of 435 patients (283 females, 152 males) were recruited for this study with 235 patients with 
the diagnosis of unipolar mood disorders and the remaining 200 were patients with medical 
illnesses (see details in result sections). Suicidal ideation was identified among 83 (35.3%) patients 
with unipolar mood disorders and 46 (23%) of patients with medical illnesses. Meanwhile, 65 
(27.7%) patients with the diagnosis of unipolar mood disorders and 3 (1.5%) patients with medical 
illnesses were identified to have history of suicide attempts. PANSI was used to assess patients’ 
suicidal ideation and history of suicide attempts were assessed by asking two questions on patients’ 
history of previous suicide attempts in the questionnaire administered. 
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7.3.2 Measures 
 
Positive and Negative Suicide Ideation Inventory (PANSI) 
Positive and Negative Suicide Ideation Inventory (refer to Chapter 3) was designed to measure 
ideations about suicide (Osman, Gutierrez, Kopper, Barrios & Chiros, 1998). PANSI has two 
subscales: positive ideation (six items), which is thoughts that act as the buffer against the suicidal 
behavior and negative ideations (eight items), which are thoughts, related to suicide. This measure 
has acceptable reliability and validity in the suicide literature (Lester, 1998 & Gutierrez, et al., 
2002). The PANSI was validated according to Malaysian outpatient’s norms, and the Cronbach’s 
alpha reliability of PANSI-Negative (= 0.93) and the PANSI-Positive ( = 0.84) was found. The 
PANSI- Negative was also found to have good concurrent, criterion and discriminative validity. 
 
The Depression Anxiety Stress Scale (DASS) 
The Depression Anxiety Stress Scale-21 (Lovibond & Lovibond, 1995) is used to measure 
symptoms of depression (seven items), anxiety (seven items), and stress (seven items) symptoms. 
Each item in DASS is rated based on a 4 –point scale ranging from 0 (did not apply at all) to 3 
(applied to me very much, or most of the time). In Malaysia, DASS-21 had very good Cronbach 
alpha of .84, .74 and .79, respectively for depression, anxiety and stress subscales when it was 
tested in the general population (Ramli, Ariff, & Zaini, 2007). In addition, it had good factor 
loading values for most items (.39 to .73). The Cronbach alpha values were 0.75, .74 and 0.79 
respectively for depression, anxiety and stress subscales among diabetic patients with good factor 
loading values for 17 out of 21 items (Ramli, Salmiah, & Nurul, 2009). In the western population, 
numerous studies have found favorable psychometric properties of the DASS-21 in clinical 
populations (Anthony, Bieling, Cox, Enns, & Swinson, 1998; Clara, Cox, & Enn, 2001, Gloster et 
al., 2008) and non- clinical populations (Henry & Crawford, 2005). Oei, Sawang, Goh & Mukhtar 
(2013) demonstrated good psychometric properties for the DASS in 6 Asian countries, including 
Malaysia. In this study, the DASS was validated according to Malaysian outpatients norms and 14 
items from the original DASS-21 were used. The Cronbach’s alpha reliability coefficient of the 14-
itemed DASS was 0.95 with good concurrent, criterion and discriminative validity.  
 
Reasons For Living Inventory (RFL) 
The Reasons for Living Inventory (refer to Chapter 5) was developed by Linehan and colleagues in 
1983 and it was developed based on a cognitive-behavioral theory to study the cognitive factors, 
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which act as the buffer towards suicidal behavior (Linehan, Goodstein, Nielsen, & Chiles, 1983). 
The Reasons for Living Inventory has 48-items with specific reasons for an individual for not 
committing suicide. A total of six subscales were selected based on four different studies of factor 
analyses: suicidal and coping belief, responsibility to family, child-related concerns, fear of suicide, 
fear of social disapproval and moral objections. Each item in this scale is rated on a 6-point scale 
measuring levels of importance ranging from 1 (not at all important) to 6 (extremely important). 
Studies investigating the psychometric properties of the RFL inventory produced various findings 
in different populations (Cole, 1989; Osman, Jones, & Osman, 1991; Osman, Gregg, Osman, & 
Jones, 1992; Osman, Gifford, Jones, Lickiss, Osman, & Wenzel, 1993). In this study, (Aishvarya et 
al, 2013) the validated RFL according to the Malaysian outpatients norm was used with 35 items of 
the original RFL which showed high coefficient alpha of =0.94 with good concurrent, criterion 
and discriminative validity.  
 
Beck Hopelessness Scale (BHS) 
The Beck Hopelessness Scale (refer to Chapter 4) is a 20-item, self-report to measure symptoms of 
hopelessness about the future. This instrument has been shown to have good psychometric 
properties in clinical and non-clinical populations (Beck et al., 1974; Glanz, Haas, & Sweeney, 
1995; Steer, Kumar, & Beck, 1993). The 7-items BHS is a form of the original 20-item-ed BHS 
(Beck, Weissman, Lester, & Trexler, 1974) validated according to Malaysian outpatients’ norms. 
The coefficient alpha for BHS had been found to be 0.79 with good concurrent, criterion and 
discriminative validity.  Each item in this scale is rated as either true or false. The total score of this 
scale that is obtained by summing responses measures the level of hopelessness; higher scores are 
indicative of greater hopelessness. The examples of questions asked are “All I can see ahead of me 
is unpleasantness rather than pleasantness” and “ My future seems dark to me". 
Provision Of Social Relations (PSR) 
The Provision of Social Relations (Turner, Frankel, & Levin, 1983) is a 15-item instrument to 
measure social support. The factor analysis for PSR revealed two essential dimensions of support: 
family support (items 4, 7, 10, 11, 12, 14) and friend support (items 1, 2, 3, 5, 6, 8, 9, 13, 15). This 
scale was developed based on a few studies involving university students, psychiatric patients, 
psychiatrically disabled community residents and 11,000 households. The total score of this 
instrument is obtained by summing the scores on the two components above after reverse-scoring 
items 7 and 15. Higher total scores indicate more social support. The PSR was validated according 
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to Malaysia outpatients’ norm and it revealed 13 items with two essential dimensions of supports: 
family support (items 4, 10, 11, 12, 14) and friend support (items 1, 2, 3, 5, 6, 8, 9, 13).  The 
coefficient alpha for PSR was very good, 0.92 with good concurrent, criterion and discriminative 
validity.  
 
Satisfaction With Life Scale (SWLS) 
The 5-item Satisfaction With Life Scale (Diener, Emmons, Larsen & Griffin, 1985) is an instrument 
to assess life satisfaction. The SWSL reveals an individual’s judgment of his or her quality of life. 
Each item is rated on a 7-point scale from 1 to 7 in terms of “strongly disagree” to “strongly agree.” 
The total score for SWLS ranges from 5 to 35, with higher scores indicating more satisfaction with 
life. Data based on six studies (Pavot & Diener, 1993) showed that the SWLS has high internal 
consistency with coefficient alpha ranging from 0.79 to 0.89. Meanwhile Adler and Fagley (2005) 
reported coefficient alpha of 0.87 and 0.86 (Steger, Frazier, Oishi, & Kaler, 2006) for this scale. 
The SWL measure was validated according to Malaysian outpatients’ norm, with the Cronbach’s 
alpha reliability coefficient of, = 0.86 with good concurrent, criterion and discriminative validity 
(refer to chapter 5; Aishvarya et al., 2013). 
 
Rosenberg Self Esteem Scale (RSE) 
The ten-item Likert scale Rosenberg Self Esteem Scale (Rosenberg, 1965) is used to measure self-
esteem. Items in this scale are answered on a four-point scale; from strongly agree to strongly 
disagree. The scale was developed based on a study involving 5024 high school juniors and seniors. 
Various studies have shown that the Cronbach alpha for the scale ranges from 0.77 to 0.88. When 
validated according to Malaysian outpatients’ norm, only 8 items from the original scale was used 
in this study. The Cronbach’s alpha reliability coefficient of 8 itemed RSE is (= 0.86) with good 
concurrent, criterion and discriminative validity.  
 
The Adult Trait Hope Scale (ATHS) 
The Adult Trait Hope Scale (Snyder et al., 1991) contain 12 items with four items measuring 
pathways thinking, four items measuring agency thinking, and four items are the fillers. The scale is 
rated on a 8-point scale ranging from definitely false to definitely true.  Scores for the scale ranges 
from 8 to 64, with higher scores indicating higher levels of hope. Studies reported by Synder et al 
(1991) showed that the ATHS has acceptable psychometric properties with internal consistency 
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alphas ranging from 0.74 – 0.84. The ATHS measure was validated according to Malaysian 
outpatients’ norm, with the Cronbach’s alpha reliability coefficient of (= 0.76) with good 
concurrent, criterion and discriminative validity.  
 
7.3.3 Procedure 
Patients with unipolar mood disorders 
 All psychiatry and medical outpatients in this study were recruited from Universiti Kebangsaan 
Malaysia Medical Centre (UKMMC). UKMMC is a semi-government hospital, which is located in 
Cheras, Kuala Lumpur.  It is also the teaching hospital for the Universiti Kebangsaan Malaysia and 
a national tertiary hospital, which receives referral cases from district hospitals, government 
primary health clinics and private clinics from all over Malaysia.  Participants’ aged between 18 to 
76 years with the diagnosis of unipolar mood disorders as defined by the DSM-IV-TR by their 
treating psychiatrist and who gave written consent to participate were included in this study. 
Patients were excluded if they were too psychotic or ill to be interviewed, did not give written 
consent or could not comprehend in Bahasa Malaysia or English. 
 
Patients who attended psychiatric clinics for follow up appointments, new cases and emergency 
cases with the diagnosis of unipolar mood disorders were approached to participate in this study.  A 
total of 235 patients participated in this study after obtaining their written consent. The first author 
of this study, further evaluated the earlier diagnosis using The Mini International Neuropsychiatric 
Interview (MINI) for every 10th patient to confirm the diagnosis given by his or her psychiatrist. 
The Mini International Neuropsychiatric Interview showed that all patients were experiencing 
unipolar mood disorders with 198 (84.3%) experiencing major depressive disorder and the 
remaining 37 (15.7%) with dysthymia. A Kappa value of 0.81 was found and the percentage of 
agreement was 81.9% for patients with major depressive disorder and 100% for patients with 
dysthymia. 
 
 Patients filled up the questionnaires while waiting to be called or after seeing their psychiatrist. 
Patients took approximately 45 minutes to complete the entire set of questionnaires. A total of 137 
patients filled up the questionnaires in English and 98 in Bahasa Malaysia 
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Medical patients’ sample 
 
Medical patients recruited in this study were from Medical clinics, Ear, Nose and Throat (ENT) 
clinics, Ophthalmology clinics and Orthopedic clinics. A total of 247 patients were approached in 
the clinics while waiting for their consultation with their respective doctors. Twenty-seven patients 
declined for not being able to read in Bahasa Malaysia or English and the remaining 20 patients had 
some form of psychiatric illnesses. Two hundred patients with medical illnesses participated in this 
study after written consent was obtained from them. The Mini International Neuropsychiatric 
Interview (MINI) was administered for every 10th patient to identify if participants had any 
psychiatric illness. Patients filled up the questionnaires while waiting to be called or after seeing 
their treating doctors. Patients took approximately 45 minutes to complete the entire set of 
questionnaires. A total of 93 patients filled up the questionnaires in English and 107 in Bahasa 
Malaysia. 
 
Ethical approval 
All participants gave their signed informed consent before undertaking the assessment. Ethical 
approvals were obtained from the research ethic committees belonging to Universiti Kebangsaan 
Malaysia Medical Centre (Project Code: FF-251-2010) and Behavioral & Social Sciences Ethical 
Review Committee of University of Queensland (Project No: 2010001093).  
 
7.4 RESULTS 
 
Preliminary assumption testing was conducted to check for normality, linearity, univariate and 
multicollinearity, with no serious violations noted. The Mauchy’s Test of Sphericity was used to test 
the assumption of homogeneity of all variances and a p-value of <0.05 for all the measures were 
found. Hence, the Greenhouse-Geisser adjustment was used to interpret the significance levels. It was 
noted that all variables were well distributed with skewness and kurtosis were found to be supporting 
the validity of multivariate analyses. The skewness and kurtosis were well distributed since the data 
are clinical data and it was expected.  
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7.4.1 Demographic characteristics of psychiatry and medical patients 
 
The analysis starts with describing the demographic characteristics of psychiatry and medical patients. 
As can be seen in Table 7.1, there were a total of 435 patients participating in this study. A total of 
235 participants were with the diagnosis of unipolar mood disorders with 75 males and 160 females. 
Meanwhile, the medical patients consisted of 200 patients with 77 males and 123 females. Based on 
the Chi-square test for independence (with Yates Continuity Correction), there was no significance 
differences noted in gender between psychiatry and medical patients, 2 (1, 435)= 1.7, p=.18, phi = -
.07  The mean age for psychiatry patients was 41.4 and medical patient was 41.6 and the Kruskal-
Wallis Test revealed a non-significant difference across age between the both group 2 (2, 435)= 
54.11, p = 0.54. There were 119 Malays, 84 Chinese and 32 Indians (Tamil and Christians among the 
Indians) among the psychiatry patients and 120 Malays, 50 Chinese and 30 Indians among the 
medical patients. A Chi-square test for independence (with Yates Continuity Correction) indicated no 
significance difference in ethnicity between psychiatry and medical patients, 2 (1, 435)= 5.9, p=.11, 
phi =.12. In terms of marital status, there were 98 patients who were single (not married before, 
divorced and separated) and 137 married patients among the psychiatry patients and 72 single with 
128 married patients among the medical patients. A Chi-square test for independence (with Yates 
Continuity Correction) indicated no significance difference in marital statuses between psychiatry and 
medical patients, 2 (1, 435)= 30.87, p=.09, phi =.26. In terms of education level, among the 
psychiatry patients, 95 patients had secondary education and 140 with tertiary education (Malaysian 
A level and above). Meanwhile, for the medical patients, a total of 76 patients had secondary 
education and 124 with tertiary education. The Chi-square test for independence (with Yates 
Continuity Correction) found no significance difference in education level between the psychiatry and 
medical patients, 2 (1, 435)= 0.17, p=.61, phi =0.03. Finally, 93 patients were unemployed (retired, 
students and housewives) and 142 patients were employed (full time and part time) among the 
psychiatry patients. Meanwhile, 68 patients were unemployed with 132 were employed among the 
medical patients. The Chi-square test for independence (with Yates Continuity Correction) indicated 
no significance difference in employment between psychiatry and medical patients, 2 (1, 435)= 1.7, 
p=.19, phi =0.07 (see table 7.1) 
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Table 7.1 Demographic characteristics of psychiatry and medical patients 
Total 
435 (100) 
n (%) 
Psychiatry 
N= 235 (54) 
n (%) 
Medical 
N= 200 (46) 
n (%) 
p 
 
Age (years) 
 
41.4 
 
41.6 
 
0.54 
Gender, n (%) 
 
Male  152 (35) 
Female  283 (65) 
 
Ethnicity, n (%) 
 
Malay  239 (55) 
Chinese  134 (31) 
Indian  62 (14) 
 
 
Marital status, n (%) 
 
Single  170 (39) 
Married  265 (61) 
 
 
Education level, n (%) 
 
Secondary  171 (39) 
Tertiary  264 (61) 
 
 
Employment 
 
Unemployed  161 
 
 
75 (31.9) 
160 (68.1) 
 
 
 
119 (50.6) 
84 (35.7) 
32 (13.6) 
 
 
 
 
98 (41.7) 
137 (58.3) 
 
 
 
 
95 (40) 
140 (60) 
 
 
 
 
93 (40) 
 
 
77 (38.5) 
123 (61.5) 
 
 
 
120 (60) 
50 (25) 
30 (15) 
 
 
 
 
72 (36) 
128 (64) 
 
 
 
 
76 (38) 
124 (62) 
 
 
 
 
68 (34) 
 
 
0.18 
 
 
 
 
0.11 
 
 
 
 
 
 
0.09 
 
 
 
 
 
0.61 
 
 
 
 
 
0.19 
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Employed  274 
 
 
 
 
142 (60) 132 (66) 
 
The demographic distribution of the psychiatry and medical patients (see table 7.1) were found to 
be consistent with the demographic distribution of Malaysia overall population. However, the chi 
square analyses showed that the were no significant difference noted among the medical and 
psychiatric patients in gender, age, ethnicity, marital status, education and employment status 
between the two groups above. 
 
The following section will be analyzing the demographic characteristics among psychiatric and 
medical patients with and without suicidal ideation. 
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Table 7.2- Distribution and comparison of demographic data between psychiatry and medical patients with 
and without suicidal ideation 
 
Variable 
 
 
435 (100) 
n (%) 
Psychiatric patients 
with suicidal 
ideation 
88 (20) 
n (%) 
 
A 
Psychiatric patients 
without suicidal 
ideation 
147 (34) 
n (%) 
 
B 
Medical patients 
with suicidal ideation 
46 (11) 
n (%) 
 
 
C 
Medical patients 
without suicidal 
ideation 
154 (35) 
n (%) 
 
D 
p 
 
Age (years) 
 
39.8 
 
42.0 
 
41.6 
 
41.7 
 
- 
Gender, n (%) 
 
Male  165 (38) 
Female  270 (62) 
 
Ethnicity, n (%) 
 
 
 
25 (11) 
63 (27) 
 
 
 
 
 
63 (27) 
84 (36) 
 
 
 
 
 
13 (7) 
33 (17) 
 
 
 
 
 
64 (32) 
90 (45) 
 
 
 
 
 
- 
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Malay  245 (56) 
Chinese  125 (29) 
Indian  65 (15) 
 
 
Marital status, n (%) 
 
Single 165 (38) 
Married 270 (62) 
 
 
Education level, n (%) 
 
Secondary 179 (41) 
Tertiary 256 (59) 
 
 
Employment 
 
44 (19) 
31 (13) 
13 (6) 
 
 
 
 
45 (19) 
43 (18) 
 
 
 
 
30 (13) 
58 (25) 
 
 
 
 
76 (32) 
44 (19) 
27 (11) 
 
 
 
 
57 (24) 
90 (38) 
 
 
 
 
68 (29) 
79 (34) 
 
 
 
 
24 (12) 
14 (7) 
8 (4) 
 
 
 
 
15 (8) 
31 (16) 
 
 
 
 
24 (12) 
22 (11) 
 
 
 
 
101 (51) 
36 (18) 
17 (9) 
 
 
 
 
48 (24) 
106 (53) 
 
 
 
 
57(29) 
97 (49) 
 
 
 
 
- 
 
 
 
 
 
 
b* 
 
 
 
 
 
 
c* 
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Unemployed 166 (38) 
Employed 269 (62) 
 
 
 
 
31 (13) 
57 (24) 
65 (28) 
82 (35) 
17 (9) 
28 (14) 
53 (27) 
102 (51) 
d* 
A=psychiatry patients with suicidal ideation; B=psychiatry patients without suicidal ideation; C=medical patients with suicidal ideation; 
D=medical patients without suicidal ideation; a= psychiatry patients with suicidal ideation versus psychiatry patients without suicidal ideation; 
b= psychiatry patients with suicidal ideation versus medical patients with suicidal ideation; c= medical patients with suicidal ideation versus 
medical patients without suicidal ideation; d= psychiatry patients without suicidal ideation versus medical patients without suicidal ideation. 
*p<0.05; **p<0.01 
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7.4.2 Demographic characteristics for psychiatry patients with unipolar mood 
disorders and medical patients with and without suicidal ideation 
 
The suicidal ideation among patients was identified based on the cut off point using 
the mean of suicidal ideation of each group. The mean for suicidal ideation among 
psychiatric patients was 1.67 and the mean for suicidal ideation among medical 
patients was 1.22. 
 
There were a total of 88 (20%) patients with the diagnosis of unipolar mood disorders 
with suicidal ideation and 134 (34%) without suicidal ideation. Meanwhile there were a 
total of 46 (11%) patients with suicidal ideation and 154 (35%) without suicidal ideation 
among the medical patients. The Chi-square test for independence (with Yates 
Continuity Correction) indicated no significance difference between psychiatry patients 
with suicidal ideation and without suicidal ideation, 2 (1, 235)= 1.48, p=.21, phi =-.08; 
between psychiatry patients with suicidal ideation and medical patients with suicidal 
ideation, 2 (1, 134)= 0.13, p=1.00, phi =.02; between medical patients with suicidal 
ideation and without suicidal ideation, 2 (1, 200)= 1.11, p=.17, phi =-.12 and between 
psychiatry patients without suicidal ideation with medical patients without suicidal 
ideation, 2 (1, 301)= 0.42, p=.64, phi =-.04. As a conclusion, there were no significant 
differences among the four groups above  (see table 7.2).  
 
The mean age for psychiatry patients with suicidal ideation was 39.8 with 42.0 among 
psychiatry patients without suicidal ideation. Meanwhile, 41.6 and 41.7 were the mean 
age for medical patients with and without suicidal ideation respectively. The Kruskal-
Wallis Test revealed a non-significant differences across age between psychiatry 
patients with suicidal ideation and without suicidal ideation, 2 (1, 235)= 61.38, p=.15; 
between psychiatry patients with suicidal ideation and medical patients with suicidal 
ideation, 2 (1, 134)= 43.98, p=0.60; between medical patients with suicidal ideation 
and without suicidal ideation, 2 (1, 200)= 39.91, p=.89 and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation, 2 (1, 301)= 
52.74, p=.52. (see to table 7.2). As a conclusion, there were no significant differences in 
age among the four groups above. 
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In term of gender, there were a total of 25 (11%) male patients and 63 (27%) female 
patients having suicidal ideation with 63 (27%) male and 84 (36%) female patients 
without suicidal ideation among the psychiatry patients. On the other hand, a total of 13 
(7%) male patients and 33 (17%) female patients had suicidal ideation with 64 (32%) 
male and 90 (45%) female patients without suicidal ideation among the medical 
patients. The Chi-square test for independence (with Yates Continuity Correction) 
indicated no significance difference in gender between psychiatry patients with suicidal 
ideation and without suicidal ideation, 2 (1, 235)= 1.50, p=.22, phi =-.09; between 
psychiatry patients with suicidal ideation and medical patients with suicidal ideation, 2 
(1, 134)= 0.11, p=1.00, phi =.01; between medical patients with suicidal ideation and 
without suicidal ideation, 2 (1, 200)= 2.11, p=.15, phi =-.12 and between psychiatry 
patients without suicidal ideation with medical patients without suicidal ideation, 2 (1, 
301)= 0.38, p=.54, phi =-.04. (see to table 7.2). As a conclusion, there were no 
significant differences in gender among the four groups above. 
 
There were a total of 44 (19%) Malays, 31 (13%) Chinese and 13 (6%) Indians who had 
suicidal ideation as compared to 76 (32%) Malays, 44 (19%) Chinese and 27 (11%) 
Indian without suicidal ideation among the psychiatry patients. Among the medical 
patients, there were a total of 24 (12%) Malays, 14 (7%) Chinese and 8 (4%) Indians 
who had suicidal ideation as compared to 101 (51%) Malays, 36 (18%) Chinese and 17 
(9%) Indians. The Chi-square test for independence (with Yates Continuity Correction) 
indicated no significance difference in ethnicity between psychiatry patients with 
suicidal ideation and without suicidal ideation, 2 (1, 235)= 0.21, p=.98 phi =.03; 
between psychiatry patients with suicidal ideation and medical patients with suicidal 
ideation, 2 (1, 134)= 2.72, p=0.44, phi =.14; between medical patients with suicidal 
ideation and without suicidal ideation, 2 (1, 200)= 4.55, p=.21, phi =.15 and between 
psychiatry patients without suicidal ideation with medical patients without suicidal 
ideation, 2 (1, 301)= 3.60, p=.31, phi =.11 (see to table 7.2). As a conclusion, there 
were no significant differences in ethnicity among the four groups above. 
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In term of marital status, there were a total of 45 (19%) single patients and 43 (18%) 
married patients having suicidal ideation with 57 (24%) single and 90 (38%) married 
patients without suicidal ideation among the psychiatry patients. On the other hand, a 
total of 15 (8%) single patients and 31 (16%) married patients had suicidal ideation with 
48 (24%) single and 106 (53%) married patients without suicidal ideation among the 
medical patients. The Chi-square test for independence (with Yates Continuity 
Correction) indicated no significance difference in marital status between psychiatry 
patients with suicidal ideation and without suicidal ideation, 2 (1, 235)= 5.24, p=.07, 
phi =-.09; between medical patients with suicidal ideation and without suicidal ideation, 
2 (1, 200)= .19, p=.66, phi =.04 and between psychiatry patients without suicidal 
ideation with medical patients without suicidal ideation, 2 (1, 301)= 23.48, p=.54, phi 
=-.04. However there was a significant different between psychiatry patients with 
suicidal ideation and medical patients with suicidal ideation, 2 (1, 134)= 9.03, p<0.05, 
phi =.01 in marital status.  
 
As a conclusion, there were no significant differences in marital status between 
psychiatry patients with suicidal ideation and without suicidal, between medical patients 
with suicidal ideation and without suicidal ideation, and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation. There was 
significant differences noted in marital status between psychiatry patients with suicidal 
ideation and medical patients with suicidal ideation (see table 7.2). 
 
There were a total of 30 (13%) patients with secondary education and 58 (25%) with 
tertiary education among psychiatry patients having suicidal ideation with 68 (29%) 
with secondary education and 79 (34%) with tertiary education among patients without 
suicidal ideation among the psychiatry patients. Meanwhile, a total of 24 (12%) patients 
had secondary education and 22 (11%) had tertiary education had suicidal ideation with 
57 (29%) with secondary education and 102 (51%) with tertiary education were patient 
without suicidal ideation among the medical patients. The Chi-square test for 
independence (with Yates Continuity Correction) indicated no significance difference in 
education level between psychiatry patients with suicidal ideation and without suicidal 
ideation, 2 (1, 235)= 2.09, p=.15, phi =-.10, between psychiatry patients with suicidal 
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ideation and medical patients with suicidal ideation, 2 (1, 200)= 3.57, p=0.06, phi =-.18 
and between psychiatry patients without suicidal ideation with medical patients without 
suicidal ideation, 2 (1, 301)= 23.48, p=.54, phi =-.04. However there were significant 
differences in education level between medical patients with suicidal ideation and 
without suicidal ideation, 2 (1, 301)= 4.3, p<0.05, phi =.02.  
 
As a conclusion, there were no significant differences in education level between 
psychiatry patients with suicidal ideation and without suicidal ideation, between 
psychiatry patients with suicidal ideation and medical patients with suicidal ideation and 
between psychiatry patients without suicidal ideation with medical patients without 
suicidal ideation There were significant differences noted in education level between 
medical patients with suicidal ideation and without suicidal ideation (see table 7.2). 
 
In term of employment status, there were a total of 31 (13%) patients who were 
unemployed and 57 (24%) were employed among patients having suicidal ideation with 
65 (28%) unemployed and 82 (35%) employed patients without suicidal ideation among 
the psychiatry patients. On the other hand, there were a total of 17 (8%) patients who 
were unemployed and 28 (14%) who were employed had suicidal ideation with 53 
(27%) unemployed and 102 (51%) employed without suicidal ideation among the 
medical patients. The Chi-square test for independence (with Yates Continuity 
Correction) indicated no significance difference in employment status between 
psychiatry patients with suicidal ideation and without suicidal ideation, 2 (1, 235)= 
1.36, p=.24, phi =-.08; between psychiatry patients with suicidal ideation and medical 
patients with suicidal ideation, 2 (1, 134)= 0.11, p=.86, phi =-.02 and between medical 
patients with suicidal ideation and without suicidal ideation, 2 (1, 200)= .36, p=.55, phi 
=.43. However there was a significant different between psychiatry patients without 
suicidal ideation with medical patients without suicidal ideation,2 (1, 301)= 4.2, 
p<0.05, phi =.13 in the employment status.  
 
As a conclusion, there were no significant differences in employment status between 
psychiatry patients with suicidal ideation and without suicidal ideation, between 
psychiatry patients with suicidal ideation and medical patients with suicidal ideation and 
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between medical patients with suicidal ideation and without suicidal ideation. There 
was significance difference noted in employment status between psychiatry patients 
without suicidal ideation and medical patients without suicidal ideation (see table 7.2). 
 
The following section will be presenting on the measures of risk and protective 
factors for suicidal behavior.  
 
7.4.3 Measures of risk factors and protective factors for suicidal behavior. 
The variables of risk and protective factors for suicidal behavior in the analysis were 
grouped based on measures of risk factors which were divided into measures of 
symptoms (DASS-D, DASS-A, DASS-S and DASS-T) and cognitive measure (BHS-
T) and measures of protective factors (RFL-T, SWLS-T, RSE-T, PSR-T, AHTS-T, 
SCB, MO, RF, CC, FS and FSD, PSR-FR and PSR-FM). 
 
The mean and standard deviations of the measures of risk factors and protective 
factors for suicidal behavior between medical and psychiatry patients with and 
without suicidal ideation are being presented in Table 7.3.  The results for 
multivariate analysis (MANOVA 2 X 2) of variance was performed and there was a 
significant difference on diagnosis for all the variables above, F(1, 435)=  6.32, 
p<0.001; Wilks’ Lambda, suicidal ideation  F(1, 434) = 11.15, p<0.001 and diagnosis 
x suicide ideation F(1, 434)=2.31, p<0.01; Wilks’ Lambda.  
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Table 7.3: Distribution and comparison of mean and standard deviation between unipolar mood disorders and medical patients 
 
 
Variables of risk 
and protective 
measures 
Psychiatry 
patients with 
suicidal 
ideation 
n= 88 
 
Mean (SD) 
A 
Psychiatry 
patients 
without 
suicidal 
ideation 
n=147 
Mean (SD) 
B 
Medical 
patient with 
suicide 
ideation 
n= 46 
 
Mean (SD) 
C 
 
Medical 
patient 
without 
suicidal 
ideation 
n= 154 
Mean (SD) 
D 
F 
Measures of risk 
factors for 
suicidal behavior 
 
Symptoms 
measures 
DASS-D 
DASS-T 
 
 
 
 
 
 
12.57 (5.5) 
25.11 (9.89) 
 
 
 
 
 
 
6.16 (4.8) 
13.63 (9.19) 
 
 
 
 
 
 
7.04 (5.07) 
14.56 (9.93) 
 
 
 
 
 
 
2.97 (3.56) 
7.67 (7.24) 
 
 
 
 
 
 
F1***,F2***, F3*, a***,b***,c***, d*** 
F1***,F2***, F3*, a***,b***,c***, d*** 
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DASS-A 
DASS-S 
 
Cognitive measure 
BHS-T 
 
5.26 (2.37) 
5.56 (2.11) 
 
 
3.82 (2.19) 
 
2.93 (2.17) 
3.66 (2.29) 
 
 
2.10 (1.91) 
 
3.19 (2.38) 
3.36 (2.35) 
 
 
2.47 (1.78) 
 
1.66 (1.71) 
2.26 (1.95) 
 
 
0.92 (1.27) 
 
F1***,F2***, a***,b***,c***, d*** 
F1***,F2***, a***,b***,c**, d***  
 
 
F1***,F2***, a***,b***,c***, d*** 
 
 
Measures of 
protective factors 
for suicidal 
behavior 
 
     
RFL-T 149.54 (34.83) 168.04 (27.39) 164.67 (29.74) 177.44 (24.27) F1***,F2***, a***,b*,c**, d** 
 
SWLS-T 17.49 (6.99) 22.08 (7.45) 21.93 (7.29) 26.38 (5.16) F1***,F2***, a***,b*,c***, d*** 
 
PSR-T 43.18(11.13) 50.62 (11.05) 46.91 (13.17) 54.58 (8.16) F1***,F2***, a***,c***, d** 
 
ATHS-T 61.28 (13.76) 68.62 (11.30) 68.76 (13.59) 72.03 (9.30) F1***,F2***, a***,b*,c***, d** 
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RSE-T 12.40 (4.58) 15.70 (4.17) 13.52 (4.42) 17.94(4.43) F1***,F2***, a***,c***, d*** 
 
PSR-FR 17.32 (5.30) 20.38 (4.63) 17.86 (5.95) 21.92 (3.40) F1*,F2***, a*,b***,c***, d** 
 
PSR-FM 25.94 (7.82) 30.24 (7.57) 29.04 (7.80) 32.65 (5.32) F1***,F2**, a***,b*,c***, d** 
 
SCB 77.16 (21.20) 91.17(15.33) 87.71 (15.90) 97.24 (11.46) F1***,F2***, a***,b**,c***, d***  
 
MO 18.08 (5.32) 20.43 (4.57) 19.06 (4.27) 20.78 (4.55) F2***, a**,c* 
 
FSD 11.80 (3.83) 12.68 (4.41) 13.06 (4.00) 13.27 (4.25) F1*, a***,b***,c***, d*** 
 
FS 20.13 (5.30) 18.27 (7.15) 20.60 (5.84) 19.19 (7.51) F2*, a* 
 
CC 13.43 (4.60) 15.48 (3.55) 14.58 (3.89) 16.20 (2.93) F1*,F2***, a***,c** 
 
RF 9.50 (2.53) 10.48 (1.88) 8.92 (2.66) 9.63 (2.78) F1**,F2***, a**,c***, d** 
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*p<0.05; **p<0.01, ***p<0.001, A=psychiatry patients with suicidal ideation; B=psychiatry patients without suicidal ideation; C=medical 
patients with suicidal ideation; D=medical patients without suicidal ideation; a= psychiatry patients with suicidal ideation versus psychiatry 
patients without suicidal ideation; b= psychiatry patients with suicidal ideation versus medical patients with suicidal ideation; c= medical 
patients with suicidal ideation versus medical patients without suicidal ideation; d= psychiatry patients without suicidal ideation versus medical 
patients without suicidal ideation, F1= diagnosis, F2= suicidal ideation, F3= diagnosis x suicidal ideation, n- Number; RFL-T- Reasons for 
Living Inventory Total; BHS-T- Beck Hopelessness Scale Total; SWL-T-Satisfaction with Life Scale Total; PSR-T- Provision of Social 
Relations Total; RSE- T-Rosenberg Self Esteem Scale Total; TAHS- T-The Adult Trait Hope Scale Total; DASS-T- Depression Anxiety Stress 
Scale Total; PSR-FR-Provision of social Relations-Friend Subscale; PSR-FM-Provision of Social Relations-Family Subscale; DASS-D- 
Depression Anxiety Stress Scale-Depression Subscale; DASS-A-Depression Anxiety Stress Scale-Stress Subscale; SCB- Suicidal and Coping 
beliefs subscale; RF- Responsibility to family subscale; CC -Child-related concerns subscale; FS- Fear of suicide subscale; FSD- Fear of social 
disapproval subscale; MO-Moral objections subscale. 
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The following section will be describing the measures of risk factors among psychiatry and medical 
patients with and without suicidal ideation separately. 
 
7.4.4 Risk factors  
Measure of symptoms 
DASS-D 
 The results of ANOVA revealed a significant difference on diagnosis for DASS-D, F (1, 435)= 
75.72, p<0.001; Wilks’ Lambda, suicidal ideation F (1, 435) = 109.56, p<0.001 and diagnosis x 
suicide ideation F (1, 435)= 5.48, p<0.001; Wilks’ Lambda (see table 7.3). 
 
When the results for the dependent variable DASS-D was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-D between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 82.12, p<0.001, 
eta squared= 0.21 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 29.34, p<0.001, eta squared= 0.18 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 37.46, p<0.001, eta squared= 0.15 (see c*** in Table 7.3) and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 41.17, p<0.001, 
eta squared= 0.13 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly higher mean score on DASS-D as compared to psychiatry patients without suicidal 
ideation. The mean score of DASS-D was significantly higher among psychiatry patient with 
suicidal ideation as compared to medical patients with suicidal ideation. Medical patients with 
suicidal ideation showed significantly higher mean score on DASS-D as compared to medical 
patients without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly higher mean score on DASS-D as compared to medical patients without suicidal 
ideation (see Table 7.3). 
 
As a conclusion, the depressive symptoms were found to be significantly higher among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly higher among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly higher among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly higher among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3)  
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DASS-A 
 The results of ANOVA revealed a significant difference on diagnosis for DASS-A, F (1, 435)= 
54.19, p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 72.07, p<0.001. However there is 
no significant difference in diagnosis x suicide ideation F (1, 435)= 3.03, p=0.08; Wilks’ Lambda 
(see table 7.3). 
 
When the results for the dependent variable DASS-D was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-A between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 55.69, p<0.001, 
eta squared= 0.20 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 20.91, p<0.001, eta squared= 0.18 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 23.29, p<0.001, eta squared= 0.16 (see c*** in Table 7.3) and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 30.76, p<0.001, 
eta squared= 0.14 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly higher mean score on DASS-A as compared to psychiatry patients without suicidal 
ideation. The mean score of DASS-A was significantly higher among psychiatry patient with 
suicidal ideation as compared to medical patients with suicidal ideation. Medical patients with 
suicidal ideation showed significantly higher mean score on DASS-A as compared to medical 
patients without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly higher mean score on DASS-A as compared to medical patients without suicidal 
ideation (see Table 7.3). 
 
As a conclusion, the anxiety symptoms were found to be significantly higher among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly higher among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly higher among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly higher among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3). 
 
DASS-S 
The results of ANOVA revealed a significant difference on diagnosis for DASS-A, F (1, 435)= 
59.28, p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 41.29, p<0.001. However the 
 
 
 
 
 
 123 
interaction between diagnosis x suicide ideation F (1, 435)= 2.93, p=0.89; Wilks’ Lambda was not 
significant (see table 7.3). 
 
When the results for the dependent variable DASS-S was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-S between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 38.01, p<0.001, 
eta squared= 0.17 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 27.22, p<0.001, eta squared= 0.15 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 10.22, p<0.01 eta squared= 0.05 (see c** in Table 7.3) and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 30.91, p<0.001, 
eta squared= 0.04 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly higher mean score on DASS-S as compared to psychiatry patients without suicidal 
ideation. The mean score of DASS-S was significantly higher among psychiatry patient with 
suicidal ideation as compared to medical patients with suicidal ideation. Medical patients with 
suicidal ideation showed significantly higher mean score on DASS-S as compared to medical 
patients without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly higher mean score on DASS-S as compared to medical patients without suicidal 
ideation (see table 7.3). 
 
As a conclusion, the stress symptoms was found to be significantly higher among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly higher among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly higher among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly higher among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
DASS-T 
The results of ANOVA revealed a significant difference on diagnosis for DASS-T, F (1, 435)= 
74.68, p<0.001; Wilks’ Lambda, suicidal ideation F (1, 435) = 92.43, p<0.001 and diagnosis x 
suicide ideation F (1, 435)= 5.48, p<0.05; Wilks’ Lambda (see table 7.3). 
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When the results for the dependent variable DASS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 76.88, p<0.001, 
eta squared= 0.26 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 31.51, p<0.001, eta squared= 0.12 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 26.63, p<0.001, eta squared= 0.10 (see c*** in Table 7.3) and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 37.41, p<0.001, 
eta squared= 0.09 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly higher mean score on DASS-T as compared to psychiatry patients without suicidal 
ideation. The mean score of DASS-T was significantly higher among psychiatry patient with 
suicidal ideation as compared to medical patients with suicidal ideation. Medical patients with 
suicidal ideation showed significantly higher mean score on DASS-T as compared to medical 
patients without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly higher mean score on DASS-T as compared to medical patients without suicidal 
ideation (see table 7.3). 
 
As a conclusion, the psychological distress symptoms was found to be significantly higher among 
psychiatry patients with suicidal ideation as compared to without suicidal ideation, significantly 
higher among psychiatry patients with suicidal ideation as compared to medical patients with 
suicidal ideation, significantly higher among medical patients with suicidal ideation as compared to 
medical patients without suicidal ideation and finally significantly higher among psychiatry patients 
without suicidal ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
Cognitive risk measure 
BHS-T 
The results of ANOVA revealed a significant difference on diagnosis for BHS-T, F (1, 435)= 43.58, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 72.81, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 0.18, p=0.06; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable BHS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of BHS-T between 
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psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 37.02, p<0.001, 
eta squared= 0.18 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 12.95, p<0.001, eta squared= 0.09 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 43.26, p<0.001, eta squared= 0.18 (see c*** in Table 7.3) and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 38.72, p<0.001, 
eta squared= 0.09 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly higher mean score on BHS-T as compared to psychiatry patients without suicidal 
ideation. The mean score of BHS-T was significantly higher among psychiatry patient with suicidal 
ideation as compared to medical patients with suicidal ideation. Medical patients with suicidal 
ideation showed significantly higher mean score on BHS-T as compared to medical patients without 
suicidal ideation. And finally, psychiatry patients without suicidal ideation showed significantly 
higher mean score on BHS-T as compared to medical patients without suicidal ideation (see table 
7.3). 
 
As a conclusion, the level of hopelessness was found to be significantly higher among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly higher among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly higher among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly higher among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
 
7.4.5 Protective factors 
RFL-T 
The results of ANOVA revealed a significant difference on diagnosis for RFL-T, F (1, 435)= 15.78, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 25.65, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 0.86, p=0.35; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable RFL-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of RFL-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 18.99, p<0.001, 
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eta squared= 0.08 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 5.86, p<0.05, eta squared= 0.04 (see b* in Table 
7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 200)= 8.77, 
p<0.01, eta squared= 0.03 (see c** in Table 7.3) and between psychiatry patients without suicidal 
ideation with medical patients without suicidal ideation,
 
(1, 301)= 9.32, p<0.01, eta squared= 0.03 
(see d** in Table 7.3). Psychiatry patient with suicidal ideation showed significantly lower mean 
score on RFL-T as compared to psychiatry patients without suicidal ideation. The mean score of 
RFL-T was significantly lower among psychiatry patient with suicidal ideation as compared to 
medical patients with suicidal ideation. Medical patients with suicidal ideation showed significantly 
lower mean score on RFL-T as compared to medical patients without suicidal ideation. And finally, 
psychiatry patients without suicidal ideation showed significantly lower mean score on RFL-T as 
compared to medical patients without suicidal ideation (see table 7.3). 
 
As a conclusion, the reasons for living was found to be significantly lower among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly lower among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly lower among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly lower among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
SWLS-T 
The results of ANOVA revealed a significant difference on diagnosis for SWLS-T, F (1, 435)= 
37.28, p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 39.97, p<0.001. However the 
interaction between diagnosis x suicide ideation F (1, 435)= 0.01, p=0.92; Wilks’ Lambda was not 
significant (see table 7.3). 
 
When the results for the dependent variable SWLS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of SWLS-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 37.02, p<0.001,  
eta squared= 0.11 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 11.17, p<0.05, eta squared= 0.09 (see b* in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 21.44, p<0.001, eta squared= 0.07 (see c*** in Table 7.3) and between psychiatry patients 
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without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 32.93, p<0.001, 
eta squared= 0.01 (see d*** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly lower mean score on SWLS-T as compared to psychiatry patients without suicidal 
ideation. The mean score of SWLS-T was significantly lower among psychiatry patient with 
suicidal ideation as compared to medical patients with suicidal ideation. Medical patients with 
suicidal ideation showed significantly lower mean score on SWLS-T as compared to medical 
patients without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly lower mean score on SWLS-T as compared to medical patients without suicidal 
ideation (see table 7.3). 
 
As a conclusion, the satisfaction with life was found to be significantly lower among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly lower among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly lower among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly lower among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
PSR-T 
The results of ANOVA revealed a significant difference on diagnosis for PSR-T, F (1, 435)= 11.59, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 44.87, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 0.01, p=0.92; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable PSR-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 23.65, p<0.001, 
eta squared= 0.09 (see a*** in Table 7.3); between medical patients with suicidal ideation and 
without suicidal ideation, F(1, 200)= 22.92, p<0.001, eta squared= 0.08 (see c*** in Table 7.3);   
and between psychiatry patients without suicidal ideation with medical patients without suicidal 
ideation,
 
(1, 301)= 12.05, p<0.01 eta squared= 0.04 (see d** in Table 7.3). However there was no 
significant different in mean scores of PSR-T between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 2.85, p=0.09, eta squared= 0.02. Psychiatry 
patient with suicidal ideation showed significantly lower mean score on PSR-T as compared to 
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psychiatry patients without suicidal ideation. Medical patients with suicidal ideation showed 
significantly lower mean score on PSR-T as compared to medical patients without suicidal ideation. 
And finally, psychiatry patients without suicidal ideation showed significantly lower mean score on 
PSR-T as compared to medical patients without suicidal ideation (see table 7.3). 
 
As a conclusion, the social support was found to be significantly lower among psychiatry patients 
with suicidal ideation as compared to without suicidal ideation, significantly lower among medical 
patients with suicidal ideation as compared to medical patients without suicidal ideation and finally 
significantly lower among psychiatry patients without suicidal ideation as compared to medical 
patients without suicidal ideation (see table 7.3).   
 
AHTS-T 
The results of ANOVA revealed a significant difference on diagnosis for AHTS-T, F (1, 435)= 
19.07, p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 18.18, p<0.001. However the 
interaction between diagnosis x suicide ideation F (1, 435)= 2.65, p=0.10; Wilks’ Lambda was not 
significant (see table 7.3). 
 
When the results for the dependent variable AHTS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of AHTS-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 18.63, p<0.001, 
eta squared= 0.08 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 9.01, p<0.05, eta squared= 0.06 (see b* in Table 
7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 200)= 
35.27, p<0.001, eta squared= 0.05 (see c*** in Table 7.3); and between psychiatry patients without 
suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 7.82, p<0.01 eta 
squared= 0.04 (see d** in Table 7.3). Psychiatry patient with suicidal ideation showed significantly 
lower mean score on ATHS-T as compared to psychiatry patients without suicidal ideation. The 
mean score of ATHS-T was significantly lower among psychiatry patient with suicidal ideation as 
compared to medical patients with suicidal ideation. Medical patients with suicidal ideation showed 
significantly lower mean score on ATHS-T as compared to medical patients without suicidal 
ideation. And finally, psychiatry patients without suicidal ideation showed significantly lower mean 
score on ATHS-T as compared to medical patients without suicidal ideation (see table 7.3). 
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As a conclusion, the hopefulness was found to be significantly lower among psychiatry patients 
with suicidal ideation as compared to without suicidal ideation, significantly lower among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly lower among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly lower among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
RSE-T 
The results of ANOVA revealed a significant difference on diagnosis for RSE-T, F (1, 435)= 12.37, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 65.91, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 1.38, p=0.24; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable RSE-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of RSE-T between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 30.68, p<0.001, 
eta squared= 0.10 (see a*** in Table 7.3); between medical patients with suicidal ideation and 
without suicidal ideation, F(1, 200)= 35.27, p<0.001, eta squared= 0.07 (see c*** in Table 7.3); and 
between psychiatry patients without suicidal ideation with medical patients without suicidal 
ideation,
 
(1, 301)= 19.17, p<0.001, eta squared= 0.06 (see d*** in Table 7.3). However there was 
no significant different in mean scores of RSE-T between psychiatry patients with suicidal ideation 
and medical patients with suicidal ideation, F
 
(1, 134)= 1.66, p=0.20, eta squared= 0.01. Psychiatry 
patient with suicidal ideation showed significantly lower mean score on RSE-T as compared to 
psychiatry patients without suicidal ideation. Medical patients with suicidal ideation showed 
significantly lower mean score on RSE-T as compared to medical patients without suicidal ideation. 
And finally, psychiatry patients without suicidal ideation showed significantly lower mean score on 
RSE-T as compared to medical patients without suicidal ideation (see table 7.3). 
 
As a conclusion, the self esteem was found to be significantly lower among psychiatry patients with 
suicidal ideation as compared to without suicidal ideation, significantly lower among medical 
patients with suicidal ideation as compared to medical patients without suicidal ideation and finally 
significantly lower among psychiatry patients without suicidal ideation as compared to medical 
patients without suicidal ideation (see table 7.3).   
 
 
 
 
 
 130 
 
PSR-FR 
The results of ANOVA revealed a significant difference on diagnosis for PSR-FR, F (1, 435)= 4.4, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 51.74, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 1.02, p=0.31; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable PSR-FR was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-FR between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 20.43, p<0.05, 
eta squared= 0.08 (see a* in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 4.25, p<0.001, eta squared= 0.06 (see b*** in 
Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 
200)= 34.31, p<0.001 eta squared= 0.15 (see c*** in Table 7.3) and between psychiatry patients 
without suicidal ideation and medical patients without suicidal ideation, F
 
(1, 134)= 4.25, p<0.01, 
eta squared= 0.06 (see d** in Table 7.3). Psychiatry patient with suicidal ideation showed 
significantly lower mean score on PSR-FR as compared to psychiatry patients without suicidal 
ideation. Psychiatry patients with suicidal ideation showed significantly lower mean score on PSR-
FR as compared to psychiatry patients without suicidal ideation. Medical patients with suicidal 
ideation showed significantly lower mean scores on PSR-FR as compared to medical patients 
without suicidal ideation. And finally, psychiatry patients without suicidal ideation showed 
significantly lower mean score on PSR-FR as compared to medical patients without suicidal 
ideation (see table 7.3). 
 
As a conclusion, the social support from friend was found to be significantly lower among 
psychiatry patients with suicidal ideation as compared to without suicidal ideation, significantly 
lower among psychiatry patients with suicidal ideation as compared to psychiatry patients without 
suicidal ideation, significantly lower among medical patients with suicidal ideation as compared to 
medical patients without suicidal ideation and finally significantly lower among psychiatry patients 
without suicidal ideation as compared to medical patients without suicidal ideation (see table 7.3).   
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PSR-FM 
The results of ANOVA revealed a significant difference on diagnosis for PSR-FM, F (1, 435)= 
13.43, p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 27.66, p<0.01. However the 
interaction between diagnosis x suicide ideation F (1, 435)= 0.21, p=0.68; Wilks’ Lambda was not 
significant (see table 7.3). 
 
When the results for the dependent variable PSR-FM was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-FM between 
psychiatry patients with suicidal ideation and without suicidal ideation, F(1, 235)= 16.45, p<0.001, 
eta squared= 0.07 (see a*** in Table 7.3); between psychiatry patients with suicidal ideation and 
medical patients with suicidal ideation, F
 
(1, 134)= 4.25, p<0.05, eta squared= 0.06 (see b* in Table 
7.3); between medical patients with suicidal ideation and without suicidal ideation, F(1, 200)= 
12.94, p<0.001, eta squared= 0.03 (see c*** in Table 7.3) and between psychiatry patients without 
suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 9.92, p<0.01 eta 
squared= 0.03 (see d** in Table 7.3) . Psychiatry patient with suicidal ideation showed significantly 
lower mean score on PSR-FM as compared to psychiatry patients without suicidal ideation. The 
mean score of PSR-FM was significantly lower among psychiatry patient with suicidal ideation as 
compared to medical patients with suicidal ideation. Medical patients with suicidal ideation showed 
significantly lower mean score on PSR-FM as compared to medical patients without suicidal 
ideation. And finally, psychiatry patients without suicidal ideation showed significantly lower mean 
score on PSR-FM as compared to medical patients without suicidal ideation (see table 7.3). 
 
As a conclusion, the social support from family was found to be significantly lower among 
psychiatry patients with suicidal ideation as compared to without suicidal ideation, significantly 
lower among psychiatry patients with suicidal ideation as compared to medical patients with 
suicidal ideation, significantly lower among medical patients with suicidal ideation as compared to 
medical patients without suicidal ideation and finally significantly lower among psychiatry patients 
without suicidal ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
SCB 
The results of ANOVA revealed a significant difference on diagnosis for SCB, F (1, 435)= 23.94, 
p<0.001; Wilks’ Lambda and suicidal ideation F (1, 435) = 47.96, p<0.001. However the interaction 
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between diagnosis x suicide ideation F (1, 435)= 1.73, p=0.18; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable SCB was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of SCB between psychiatry patients 
with suicidal ideation and without suicidal ideation, F(1, 235)= 31.74, p<0.001, eta squared= 0.13 
(see a*** in Table 7.3); between psychiatry patients with suicidal ideation and medical patients 
with suicidal ideation, F
 
(1, 134)= 8.42, p<0.01, eta squared= 0.09 (see b** in Table 7.3);  between 
medical patients with suicidal ideation and without suicidal ideation, F(1, 200)= 20.21, p<0.001, eta 
squared= 0.06 (see c*** in Table 7.3) and between psychiatry patients without suicidal ideation 
with medical patients without suicidal ideation,
 
(1, 301)= 14.50, p<0.001, eta squared= 0.001 (see 
d*** in Table 7.3). Psychiatry patient with suicidal ideation showed significantly lower mean score 
on SCB as compared to psychiatry patients without suicidal ideation. The mean score of SCB was 
significantly lower among psychiatry patient with suicidal ideation as compared to medical patients 
with suicidal ideation. Medical patients with suicidal ideation showed significantly lower mean 
score on SCB as compared to medical patients without suicidal ideation. And finally, psychiatry 
patients without suicidal ideation showed significantly lower mean score on SCB as compared to 
medical patients without suicidal ideation (see table 7.3). 
 
As a conclusion, the suicidal coping belief was found to be significantly lower among psychiatry 
patients with suicidal ideation as compared to without suicidal ideation, significantly lower among 
psychiatry patients with suicidal ideation as compared to medical patients with suicidal ideation, 
significantly lower among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly lower among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
MO 
The results of ANOVA revealed a significant difference on suicidal ideation for MO, F (1, 435)= 
15.80, p<0.001; Wilks’ Lambda and a non significant differences on diagnosis F (1, 435) = 1.70, 
p=0.19 and interaction between diagnosis x suicide ideation F (1, 435)= 0.38, p=0.54; Wilks’ 
Lambda (see table 7.3). 
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When the results for the dependent variable MO was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of MO between psychiatry patients 
with suicidal ideation and without suicidal ideation, F(1, 235)= 12.04, p<0.01, eta squared= 0.03 
(see a** in Table 7.3); and between medical patients with suicidal ideation and without suicidal 
ideation, F(1, 200)= 5.19, p<0.05, eta squared= 0.02 (see c* in Table 7.3). However there was no 
significant different in mean scores of PSR-FR between psychiatry patients with suicidal ideation 
and medical patients with suicidal ideation, F
 
(1, 134)= 1.1, p=0.29 eta squared= 0.00 and between 
psychiatry patients without suicidal ideation with medical patients without suicidal ideation,
 
(1, 
301)= 0.42, p=0.42, eta squared= 0.00 (see to table 7.3). Psychiatry patient with suicidal ideation 
showed significantly lower mean score on MO as compared to psychiatry patients without suicidal 
ideation. Medical patients with suicidal ideation showed significantly lower mean score on MO as 
compared to medical patients without suicidal ideation.  
 
As a conclusion, the moral obligation was found to be significantly lower among psychiatry patients 
with suicidal ideation as compared to without suicidal ideation and significantly lower among 
medical patients with suicidal ideation as compared to medical patients without suicidal ideation 
(see table 7.3).   
 
 
FSD 
The results of ANOVA revealed a significant difference on diagnosis for FSD, F (1, 435)= 4.09, 
p<0.05; Wilks’ Lambda and a non significant differences on suicidal ideation F (1, 435) = 1.44, 
p=0.23 and interaction between diagnosis x suicide ideation F (1, 435)= 0.53, p=0.46; Wilks’ 
Lambda (see table 7.3). 
 
When the results for the dependent variable FSD was considered separately, the post hoc ANOVA 
showed that there were no significant differences in mean scores of FSD between psychiatry 
patients with suicidal ideation and without suicidal ideation, F(1, 235)= 2.32, p<0.001, eta squared= 
0.02 (see a*** in Table 7.3) between medical patients with suicidal ideation and without suicidal 
ideation, F(1, 200)= 2.86, p<0.001, eta squared= 0.00 (see b*** in Table 7.3); between psychiatry 
patients with suicidal ideation and medical patients with suicidal ideation, F
 
(1, 134)= 0.09, 
p<0.001, eta squared= 0.00 (see c*** in Table 7.3)  and between psychiatry patients without 
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suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 1.30, p<0.001, eta 
squared= 0.01 (see d*** in Table 7.3). 
 
As a conclusion, there were no significant differences noted in fear of social disapproval among the 
four groups above. (see table 7.3).   
 
FS 
The results of ANOVA revealed a significant difference on suicidal ideation for FS, F (1, 435)= 
4.85, p<0.05; Wilks’ Lambda and a non significant differences on diagnosis F (1, 435) = 0.87, 
p=0.35 and interaction between diagnosis x suicide ideation F (1, 435)= 0.90, p=0.76; Wilks’ 
Lambda (see table 7.3). 
 
When the results for the dependent variable FS was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of FS between psychiatry patients 
with suicidal ideation and without suicidal ideation, F(1, 235)= 4.28, p<0.05, eta squared= 0.02 (see 
a* in Table 7.3).   However the were no significant differences in the mean score of FS between 
medical patients with suicidal ideation and without suicidal ideation, F(1, 200)= 0.13, p=0.71, eta 
squared= 0.00;  between psychiatry patients with suicidal ideation and medical patients with 
suicidal ideation, F
 
(1, 134)= 1.37, p=0.29, eta squared= 0.00 and between psychiatry patients 
without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 1.08, p=0.29, eta 
squared= 0.00 (see to table 7.3). Psychiatry patient with suicidal ideation showed significantly 
lower mean score on FS as compared to psychiatry patients without suicidal ideation.  
 
As a conclusion, the fear of suicide was found to be significantly lower among psychiatry patients 
with suicidal ideation as compared to without suicidal ideation (see table 7.3).   
 
 
CC 
The results of ANOVA revealed a significant difference on diagnosis for CC, F (1, 435)= 5.57, 
p<0.05; Wilks’ Lambda and suicidal ideation F (1, 435) = 21.32, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 0.29, p=0.58; Wilks’ Lambda (see table 7.3). 
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When the results for the dependent variable CC was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of CC between psychiatry patients 
with suicidal ideation and without suicidal ideation, F(1, 235)= 13.48, p<0.001, eta squared= 0.06 
(see a*** in Table 7.3) and between medical patients with suicidal ideation and without suicidal 
ideation, F(1, 200)= 9.14, p<0.01, eta squared= 0.04 (see c** in Table 7.3). However, there were no 
significant different in mean scores of CC between psychiatry patients without suicidal ideation 
with medical patients without suicidal ideation,
 
(1, 301)= 1.94, p=0.16; eta squared= 0.01 and 
psychiatry patients without suicidal ideation and medical patients without suicidal ideation, F
 
(1, 
134)= 3.49, p=0.63, eta squared= 0.01  (see to table 7.3). Psychiatry patient with suicidal ideation 
showed significantly lower mean score on CC as compared to psychiatry patients without suicidal 
ideation. Psychiatry patients with suicidal ideation showed significantly lower mean score on CC as 
compared to medical patients with suicidal ideation.  
 
As a conclusion, the moral obligation was found to be significantly lower among psychiatry patients 
with suicidal ideation as compared to without suicidal ideation and significantly lower among 
medical patients with suicidal ideation as compared to medical patients without suicidal ideation 
(see table 7.3).   
 
RF 
The results of ANOVA revealed a significant difference on diagnosis for RF, F (1, 435)= 9.39, 
p<0.01; Wilks’ Lambda and suicidal ideation F (1, 435) = 21.09, p<0.001. However the interaction 
between diagnosis x suicide ideation F (1, 435)= 0.04, p=0.98; Wilks’ Lambda was not significant 
(see table 7.3). 
 
When the results for the dependent variable RF was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of RF between psychiatry patients 
with suicidal ideation and without suicidal ideation, F(1, 235)= 9.90, p<0.01, eta squared= 0.06 (see 
a** in Table 7.3); between medical patients with suicidal ideation and without suicidal ideation, 
F(1, 200)= 12.99, p<0.001, eta squared= 0.04 (see c*** in Table 7.3) and between psychiatry 
patients without suicidal ideation with medical patients without suicidal ideation,
 
(1, 301)= 10.98, 
p<0.01, eta squared= 0.04, eta squared= 0.01 (see d** in Table 7.3). However, the mean score on 
RF between psychiatry patients with suicidal ideation and medical patients with suicidal ideation, F
 
(1, 134)= 2.02, p=0.15 was not significant.  Psychiatry patient with suicidal ideation showed 
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significantly lower mean score on RF as compared to psychiatry patients without suicidal ideation. 
Medical patients with suicidal ideation showed significantly lower mean score on RF as compared 
to medical patients without suicidal ideation. And finally, psychiatry patients without suicidal 
ideation showed significantly lower mean score on RF as compared to medical patients without 
suicidal ideation (see table 7.3). 
 
As a conclusion, the suicidal responsibility towards family was found to be significantly lower 
among psychiatry patients with suicidal ideation as compared to without suicidal ideation, 
significantly lower among medical patients with suicidal ideation as compared to medical patients 
without suicidal ideation and finally significantly lower among psychiatry patients without suicidal 
ideation as compared to medical patients without suicidal ideation (see table 7.3).   
 
The following section will be analyzing the demographic characteristics among psychiatric and 
medical patients with and without suicidal attempt. 
 
7.4.6 Demographic characteristics for psychiatry patients with unipolar mood disorders and 
medical patients with and without suicidal attempt 
 
There were a total of 69 (16%) patients with the diagnosis of unipolar mood disorders with suicidal 
attempt and 166 (38%) without suicidal attempt. Meanwhile there were a total of 3 (0.7%) patients 
with suicidal attempt and 197 (45%) without suicidal attempt among the medical patients (see table 
7.4). Since the sample size of the medical patients with suicidal attempt was too small (n=3) as 
compared to medical patients without suicidal attempt (n=197), the complete analysis could not be 
conducted. The analyses were only conducted among psychiatry patients with suicidal attempts versus 
psychiatry patients without suicidal attempt (a) and psychiatry patients without suicidal attempt 
versus medical patients without suicidal attempts (b). 
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Table 7.4- Distribution and comparison of demographic data between psychiatry and medical patients with 
and without suicidal attempt 
 
Variable 
 
 
435 (100) 
n (%) 
Psychiatric patients with 
suicidal attempt 
69 (16) 
n (%) 
 
A 
Psychiatric patients without 
suicidal attempt 
166 (38) 
n (%) 
 
B 
Medical patients without 
suicidal attempt 
197 (45) 
n (%) 
 
D 
p 
 
Age (years) 
 
37.8 
 
39.2 
 
38.3 
 
 
Gender, n (%) 
 
Male  153 (35) 
Female  283 (65) 
 
Ethnicity, n (%) 
 
Malay  244 (56) 
Chinese  135 (31) 
Indian  56 (13) 
 
 
13 (6) 
56 (24) 
 
 
 
24(10) 
36 (15) 
3 (1) 
 
 
62 (26) 
104 (44) 
 
 
 
97 (41) 
49 (21) 
23 (10) 
 
 
75 (38) 
122 (61) 
 
 
 
122 (61) 
48 (24) 
30 (15) 
 
 
a** 
 
 
 
 
a** 
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Marital status, n (%) 
 
Single 156 (36) 
Married 280 (64) 
 
 
Education level, n (%) 
 
Secondary 172 (40) 
Tertiary 264 (60) 
 
 
Employment 
 
Unemployed 166 (38) 
Employed 269 (62) 
 
 
 
 
 
 
 
41 (17) 
28 (12) 
 
 
 
 
25 (11) 
44 (19) 
 
 
 
 
27 (13) 
42 (24) 
 
 
 
 
56 (24) 
110 (47) 
 
 
 
 
70 (30) 
96 (41) 
 
 
 
 
67 (28) 
100 (35) 
 
 
 
 
56 (28) 
141 (71) 
 
 
 
 
75(38) 
122 (61) 
 
 
 
 
64 (27) 
130 (51) 
 
 
 
 
a**,b*** 
 
 
 
 
 
 
ns 
 
 
 
 
ns 
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A=psychiatry patients with suicidal ideation; B=psychiatry patients without suicidal ideation; C=medical patients with suicidal ideation; D=medical 
patients without suicidal ideation; a= psychiatry patients with suicidal attempts versus psychiatry patients without suicidal attempts; b= psychiatry 
patients without suicidal attempts versus medical patients without suicidal attempts. 
*p<0.05; **p<0.01, ns=not significant
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The mean age for psychiatry patients with suicidal attempt was 38.8 with 39.2 among psychiatry 
patients without suicidal attempts. Meanwhile, for the medical patients with suicidal attempts was 
38.8 and without suicidal attempt, the mean age was 38.3. The Kruskal-Wallis Test revealed a non-
significant differences across age between psychiatry patients with suicidal attempt and without 
suicidal attempt, 2 (1, 235)= 48.27, p=.58 and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempt, 2 (1, 363)= 53.76, p=.52. (see to table 7.4). As a 
conclusion, there were no significant differences in age between psychiatry patients with and without 
suicidal attempts and between psychiatry and medical patients without suicidal attempts. 
 
In term of gender, there were a total of 13 (6%) male patients and 56 (24%) female patients having 
suicidal attempts with 63 (26%) male and 104 (44%) female patients without suicidal attempt among 
the psychiatry patients. On the other hand, a total of 2 (1) male patients and 1 (0.5%) female patient 
had suicidal attempt with 75 (38%) male and 122 (61%) female patients without suicidal attempts 
among the medical patients. The Chi-square test for independence (with Yates Continuity Correction) 
indicated a significance difference in gender between psychiatry patients with suicidal attempts and 
without suicidal attempts, 2 (1, 235)= 7.13, p<0.01, phi =.18 and a non significant difference between 
psychiatry patients without suicidal attempts with medical patients without suicidal attempts, 2 (1, 
363)= 0.01, p=.97, phi =.007 (see to table 7.4). As a conclusion, there was a significant difference in 
gender between psychiatry patients with and without suicidal attempts and a non significant different 
between psychiatry and medical patients without suicidal attempts. 
 
There were a total of 24 (10%) Malays, 36 (15%) Chinese and 3 (11%) Indians who had suicidal 
attempts as compared to 95 (41%) Malays, 49 (21%) Chinese and 23 (10%) Indians without suicidal 
attempts among the psychiatry patients. Among the medical patients, there was 1 (0.5%) Malay and 2 
(1%) Chinese who had suicidal attempts as compared to 122 (61%) Malays, 48 (24%) Chinese and 30 
(15%) Indians without suicidal attempts. The Chi-square test for independence (with Yates Continuity 
Correction) indicated a significance difference in ethnicity between psychiatry patients with suicidal 
attempts and without suicidal attempts, 2 (1, 235)= 12.75, p=<0.01 phi =.23 and a non significant 
differences between psychiatry patients without suicidal attempts with medical patients without 
suicidal attempts, 2 (1, 363)= 1.03, p=.79, phi =.05 (see to table 7.4). As a conclusion, there was a 
significant difference ethnic group between psychiatry patients with and without suicidal attempts and 
a non significant different between psychiatry and medical patients without suicidal attempts. 
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In term of marital status, there were a total of 41 (17%) single patients and 28 (12%) married patients 
having suicidal attempts with 56 (24%) single and 110 (47%) married patients without suicidal 
attempts among the psychiatry patients. On the other hand, a total of 2(1%) single patients and 1 
(0.5%) married patient had suicidal attempts with 56 (28%) single and 141 (71%) married patients 
without suicidal attempts among the medical patients. The Chi-square test for independence (with 
Yates Continuity Correction) indicated a significance difference in marital status between psychiatry 
patients with suicidal attempts and without suicidal attempts, 2 (1, 235)= 13.17, p<0.01, phi =.23 and  
between psychiatry patients without suicidal attempts with medical patients without suicidal attempts, 
2 (1, 363)= 22.65, p=<0.001, phi =0.25. As a conclusion, there were significant differences in marital 
status between psychiatry patients with suicidal attempts and without attempts and between 
psychiatry patients without suicidal attempts with medical patients without suicidal attempts. (see 
table 7.4). 
 
There were a total of 25 (11%) patients with secondary education and 44 (19%) with tertiary 
education among psychiatry patients with suicidal attempts with 70 (30%) with secondary education 
and 96 (41%) with tertiary education among patients without suicidal attempts among the psychiatry 
patients. Meanwhile, 1(0.5%) patient had secondary education and 2 (1%) with tertiary education had 
suicidal attempts with 75 (38%) with secondary education and 122 (61%) with tertiary education were 
patient without suicidal attempts among the medical patients. The Chi-square test for independence 
(with Yates Continuity Correction) indicated no significance difference in education level between 
psychiatry patients with suicidal attempts and without suicidal attempts, 2 (1, 235)= 0.56, p=.45, phi 
=0.58 and between psychiatry patients without suicidal attempts with medical patients without 
suicidal attempts, 2 (1, 363)= 0.63, p=.43, phi =-.04. As a conclusion, there were no significant 
differences in education level between psychiatry patients with suicidal attempts and without suicidal 
attempts and between psychiatry patients without suicidal attempts with medical patients without 
suicidal attempts (see table 7.4). 
 
In term of employment status, there were a total of 27 (13%) patients who were unemployed and 42 
(24%) were employed among patients having suicidal attempts with 67 (28%) unemployed and 100 
(35%) employed patients without suicidal attempts among the psychiatry patients. On the other hand, 
there was 1 (0.5%) patient who was unemployed and 2 (1%) who were employed had suicidal 
attempts with 64 (27%) unemployed and 130 (51%) employed without suicidal attempts among the 
medical patients. The Chi-square test for independence (with Yates Continuity Correction) indicated 
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no significance difference in employment status between psychiatry patients with suicidal attempts 
and without suicidal attempts, 2 (1, 235)= 0.01, p=1.00, phi =0.09 and between psychiatry patients 
without suicidal attempts with medical patients without suicidal attempts, 2 (1, 363)= 1.77, p=0.18, 
phi =-.07 in the employment status. As a conclusion, there were no significant differences in 
employment status between psychiatry patients with suicidal attempts and without suicidal attempts 
and between psychiatry patients without suicidal attempts and medical patients without suicidal 
attempts (see table 7.4). 
 
The following section will be presenting on the measures of risk and protective factors for suicidal 
attempts.  
 
7.4.7 Measures of risk factors and protective factors for suicidal behavior. 
The variables of risk and protective factors for suicidal behavior in the analysis were grouped based 
on measures of risk factors which were divided into measures of symptoms (DASS-D, DASS-A, 
DASS-S and DASS-T) and cognitive measure (BHS-T) and measures of protective factors (RFL-
T, SWLS-T, RSE-T, PSR-T, AHTS-T, SCB, MO, RF, CC, FS and FSD, PSR-FR and PSR-FM). 
 
The mean and standard deviations of the measures of risk factors and protective factors for suicidal 
behavior between medical and psychiatry patients with and without suicidal attempts are being 
presented in Table 7.5. The results for multivariate analysis of variance was performed and there 
was a significant difference on suicidal attempts F(1, 435) = 2.02, p<0.01, Wilks’ Lambda on all the 
variables. 
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Table 7.5: Distribution and comparison of mean and standard deviation between psychiatry patients with and without suicidal attempt and 
medical patients without suicidal ideation. 
 
 
Variables of risk and 
protective measured 
Psychiatry patients 
with suicidal 
attempts 
mean (SD) 
69 (16%) 
Psychiatry patients 
with out suicidal 
attempts 
mean (SD) 
166 (38%) 
Medical patients with 
out suicidal attempts 
mean (SD) 
195 (45 %) 
 
 
 
F 
Symptoms measure 
DASS-D 
 
10.70 (5.96) 
 
7.83 (5.85) 
 
3.82 (4.24) 
 
 
F1**, a**, b** 
DASS-T 21.83 (10.64) 
 
16.57 (10.85 9.12 (8.37) F1*, a*, b** 
DASS-A 4.46 (2.51) 3.58 (2.46) 1.98 (1.99) 
 
F1*, a*, b* 
DASS-S 5.13 (2.39) 4.09 (2.36) 2.48 (2.08) 
 
F1*, a*, b* 
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Cognitive measure 
BHS-T 
 
 
 
3.63 (2.27) 
 
2.31 (2.03) 
 
1.26 (1.53) 
 
F1*, a*, b*** 
 
Measures of protective 
factors for suicidal behavior 
 
  
 
  
RFL-T 132.32 (28.5) 148.73 (34.34) 175.10 (25.87) F1**, a**, b** 
SWLS-T 17.19 (7.27) 21.60 (7.44) 25.52 (5.79) F1***, a***, b*** 
PSR-T 44.12 (11.42) 49.16 (11.37) 53.05 (9.84) F1**, a**, b** 
TAHS-T 63.86 (15.53) 66.70 (12.31) 71.55 (10.25) F1**, a**, b** 
RSE-T 12.79 (4.23) 15.14 (4.74) 17.02 (4.70) F1**, a***, b*** 
PSR-FR 17.57 (5.47) 19.82 (4.87) 21.10 (4.34) F1**, a**, b** 
PSR-FM 26.62 (7.71) 29.37 (7.77) 31.94 (6.06) F1**, a*, b*** 
SCB 77.66 (21.49) 89.29 (16.41) 95.32 (13.02) F1**, a***, b*** 
MO 18.16  (5.48) 20.04 (4.63) 20.50 (4.46) F1**, a** 
FSD 12.05 (4.04) 12.65 (4.27) 13.26 (4.19) - 
FS 19.01 (5.36) 19.03 (6.91) 19.56 (7.15) - 
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CC 13.14 (3.46) 15.39 (4.83) 15.89 (3.13) F1**, a*** 
RF 8.69 (2.85) 9.91 (2.26) 10.53 (1.86) F1***, a**, b** 
*p<0.05; **p<0.01, ***p<0.001, A=psychiatry patients with suicidal attempts; B=psychiatry patients without suicidal attempt; C=medical patients 
without suicidal ideation; a= psychiatry patients with suicidal attempts versus psychiatry patients without suicidal attempts; d= psychiatry patients 
without suicidal attempts versus medical patients without suicidal attempts, F1= suicidal ideation; n- Number; RFL-T- Reasons for Living Inventory 
Total; BHS-T- Beck Hopelessness Scale Total; SWL-T-Satisfaction with Life Scale Total; PSR-T- Provision of Social Relations Total; RSE- T-
Rosenberg Self Esteem Scale Total; TAHS- T-The Adult Trait Hope Scale Total; DASS-T- Depression Anxiety Stress Scale Total; PSR-FR-Provision 
of social Relations-Friend Subscale; PSR-FM-Provision of Social Relations-Family Subscale; DASS-D- Depression Anxiety Stress Scale-Depression 
Subscale; DASS-A-Depression Anxiety Stress Scale-Stress Subscale; SCB- Suicidal and Coping beliefs subscale; RF- Responsibility to family 
subscale; CC -Child-related concerns subscale; FS- Fear of suicide subscale; FSD- Fear of social disapproval subscale; MO-Moral objections subscale. 
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7.4.7 Risk factors  
Measure of symptoms 
DASS-D 
 The results of ANOVA revealed a significant difference on DASS-D for suicidal attempt F (1, 430) 
= 7.16, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable DASS-D was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-D between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 11.18, p<0.01, 
eta squared= 0.14 (see a** in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempt,
 
(1, 432)= 56.83, p<0.01, eta squared= 0.05 (see b** 
in Table 7.). Psychiatry patient with suicidal attempt showed significantly higher mean score on 
DASS-D as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly higher mean score on DASS-D as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the depressive symptoms were found to be significantly higher among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly higher 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5)  
 
DASS-A 
 The results of ANOVA revealed a significant difference on DASS-A for suicidal attempt F (1, 430) 
= 4.53, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable DASS-A was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-A between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 5.95, p<0.05, 
eta squared= 0.11 (see a* in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 46.06, p<0.05, eta squared= 0.03 (see b* 
in Table 7.5). Psychiatry patients with suicidal attempt showed significantly higher mean score on 
DASS-A as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
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suicidal attempts showed significantly higher mean score on DASS-A as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the anxiety symptoms were found to be significantly higher among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly higher 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
 
 DASS-S 
 The results of ANOVA revealed a significant difference on DASS-S for suicidal attempt F (1, 430) 
= 5.67, p<0.05; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable DASS-S was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-S between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 9.01, p<0.05, 
eta squared= 0.12 (see a* in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempt,
 
(1, 432)= 46.77, p<0.05, eta squared= 0.04 (see b* 
in Table 7.5)  Psychiatry patient with suicidal attempt showed significantly higher mean score on 
DASS-S as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly higher mean score on DASS-S as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the stress symptoms were found to be significantly higher among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly higher 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5)  
 
DASS-T 
 The results of ANOVA revealed a significant difference on DASS-T for suicidal attempt F (1, 430) 
= 6.36, p<0.05; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable DASS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of DASS-T between 
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psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 11.22, p<0.05, 
eta squared= 0.13 (see a* in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempt,
 
(1, 432)= 54.19, p<0.01, eta squared= 0.04 (see b** 
in Table 7.5). Psychiatry patient with suicidal attempt showed significantly higher mean score on 
DASS-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly higher mean score on DASS-T as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the psychological distress symptoms were found to be significantly higher among 
psychiatry patients with suicidal attempts as compared to without suicidal attempts and significantly 
higher among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
  
Cognitive risk measure 
BHS-T 
 The results of ANOVA revealed a significant difference on BHS-T for suicidal attempt F (1, 430) 
= 4.51, p<0.05; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable BHS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of BHS-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 18.76, p<0.05, 
eta squared= 0.08 (see a* in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 31.62, p<0.001, eta squared= 0.07 (see 
b*** in Table 7.5). Psychiatry patient with suicidal attempt showed significantly higher mean score 
on BHS-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly higher mean score on BHS-T as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the feeling of hopelessness was found to be significantly higher among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly higher 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
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7.4.9 Protective factors 
 
RFL-T 
 The results of ANOVA revealed a significant difference on RFL-T for suicidal attempt F (1, 430) = 
11.61, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable RFL-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of RFL-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 16.04, p<0.01, 
eta squared= 0.07 (see a** in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 8.90, p<0.01, eta squared= 0.02 (see b** 
in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on 
RFL-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly lower mean score on RFL-T as compared to medical patients 
without suicidal attempts (see Table 7.5). 
 
As a conclusion, the reasons for living was found to be significantly lower among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly lower 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
  
SWLS-T 
 The results of ANOVA revealed a significant difference on SWLS-T for suicidal attempt F (1, 430) 
= 12.97, p<0.001; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable SWLS-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of SWLS-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 16.65, p<0.001, 
eta squared= 0.07 (see a*** in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 31.77, p<0.001, eta squared= 0.06 (see 
a*** in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score 
on SWLS-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients 
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without suicidal attempts showed significantly lower mean score on SWLS-T as compared to 
medical patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the satisfaction with life was found to be significantly lower among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly lower 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
 
 
PSR-T 
 The results of ANOVA revealed a significant difference on PSR-T for suicidal attempt F (1, 430) = 
10.33, p<0.001; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable PSR-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 9.14, p<0.01, 
eta squared= 0.40 (see a** in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 12.09, p<0.01, eta squared= 0.03 (see b** 
in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on 
PSR-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly lower mean score on PSR-T as compared to medical patients 
without suicidal attempts (see Table 7.5). 
 
As a conclusion, the social support was found to be significantly lower among psychiatry patients 
with suicidal attempts as compared to without suicidal attempts and significantly lower among 
psychiatry patients without suicidal attempts as compared to medical patients without suicidal 
attempts (see table 7.5). 
  
AHTS-T 
 The results of ANOVA revealed a significant difference on AHTS-T for suicidal attempt F (1, 430) 
= 9.42, p<0.01; Wilks’ Lambda (see table 7.5). 
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When the results for the dependent variable AHTS-T was considered separately, the post hoc 
ANOVA showed that there no significant differences in mean scores of AHTS-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 2.37, p=.125, 
eta squared= 0.04 (see a** in Table 7.5) and a significant difference between psychiatry patients 
without suicidal attempt with medical patients without suicidal attempts,
 
(1, 432)= 16.42, p<0.01, 
eta squared= 0.01 (see b** in Table 7.5). Psychiatry patient with suicidal attempt showed 
significantly lower mean score on AHTS-T as compared to psychiatry patients without suicidal 
attempts. Psychiatry patients without suicidal attempts showed significantly lower mean score on 
AHTS-T as compared to medical patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the hopefulness was found to be significantly lower among psychiatry patients 
with suicidal attempts as compared to without suicidal attempts and significantly lower among 
psychiatry patients without suicidal attempts as compared to medical patients without suicidal 
attempts (see table 7.5). 
  
RSE-T 
 The results of ANOVA revealed a significant difference on RSE-T for suicidal attempt F (1, 430) = 
9.61 , p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable RSE-T was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of RSE-T between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 12.56, p<0.001, 
eta squared= 0.05 (see a*** in Table 7.5)   and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 14.53, p<0.001, eta squared= 0.04 (see 
b*** in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score 
on RSE-T as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly lower mean score on RSE-T as compared to medical patients 
without suicidal attempts (see Table 7.5). 
 
As a conclusion, the self-esteem was found to be significantly lower among psychiatry patients with 
suicidal attempts as compared to without suicidal attempts and significantly lower among 
psychiatry patients without suicidal attempts as compared to medical patients without suicidal 
attempts (see table 7.5). 
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PSR-FR 
 The results of ANOVA revealed a significant difference on PSR-FR for suicidal attempt F (1, 430) 
= 11.53, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable PSR-FR was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-FR between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 9.5, p<0.01, eta 
squared= 0.04 (see a** in Table 7.5) and between psychiatry patients without suicidal attempt with 
medical patients without suicidal attempts,
 
(1, 432)= 6.94, p<0.01, eta squared= 0.02 (see b** in 
Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on PSR-
FR as compared to psychiatry patients without suicidal attempts. Psychiatry patients without 
suicidal attempts showed significantly lower mean score on PSR-FR as compared to medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the social support from friend was found to be significantly lower among 
psychiatry patients with suicidal attempts as compared to without suicidal attempts and significantly 
lower among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
 
PSR-FM 
 The results of ANOVA revealed a significant difference on PSR-FM for suicidal attempt F (1, 430) 
= 6.83, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable PSR-FM was considered separately, the post hoc 
ANOVA showed that there were significant differences in mean scores of PSR-FM between 
psychiatry patients with suicidal attempts and without suicidal attempts, F(1, 235)= 6.03, p<0.05, 
eta squared= 0.03 (see a* in Table 7.5) and between psychiatry patients without suicidal attempt 
with medical patients without suicidal attempts,
 
(1, 432)= 12.48, p<0.001, eta squared= 0.02 (see 
b*** in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score 
on PSR-FM as compared to psychiatry patients without suicidal attempts. Psychiatry patients 
without suicidal attempts showed significantly lower mean score on PSR-FM as compared to 
medical patients without suicidal attempts (see Table 7.5). 
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As a conclusion, the social support from family was found to be significantly lower among 
psychiatry patients with suicidal attempts as compared to without suicidal attempts and significantly 
lower among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
  
SCB 
 The results of ANOVA revealed a significant difference on SCB for suicidal attempt F (1, 430) = 
9.59, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable SCB was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of SCB between psychiatry patients 
with suicidal attempts and without suicidal attempts, F(1, 235)= 19.81, p<0.001, eta squared= 0.08 
(see a*** in Table 7.5) and between psychiatry patients without suicidal attempt with medical 
patients without suicidal attempts,
 
(1, 432)= 14.98, p<0.001, eta squared= 0.04 (see b*** in Table 
7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on SCB as 
compared to psychiatry patients without suicidal attempts. Psychiatry patients without suicidal 
attempts showed significantly lower mean score on SCB as compared to medical patients without 
suicidal attempts (see Table 7.5). 
 
As a conclusion, the suicide coping belief was found to be significantly lower among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and significantly lower 
among psychiatry patients without suicidal attempts as compared to medical patients without 
suicidal attempts (see table 7.5). 
  
MO 
 The results of ANOVA revealed a significant difference on MO for suicidal attempt F (1, 430) = 
12.14, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable MO was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of MO between psychiatry patients 
with suicidal attempts and without suicidal attempts, F(1, 235)= 11.97, p<0.01, eta squared= 0.03 
(see a** in Table 7.5)   and a non significant difference between psychiatry patients without suicidal 
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attempt with medical patients without suicidal attempts,
 
(1, 432)= 0.72, p=0.39, eta squared= 0.00 
(see to table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on 
MO as compared to psychiatry patients without suicidal attempts. (see Table 7.5). 
 
As a conclusion, the moral objection was found to be significantly lower among psychiatry patients 
with suicidal attempts as compared to without suicidal attempts (see table 7.5). 
 
 
FSD 
 The results of ANOVA revealed a non significant difference on FSD for suicidal attempt F (1, 430) 
= 1.64, p=0.20; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable FSD was considered separately, the post hoc ANOVA 
showed that there were no significant differences in mean scores of FSD between psychiatry 
patients with suicidal attempts and without suicidal attempts, F(1, 235)= 9.50, p=0.33, eta squared= 
0.00 and between psychiatry patients without suicidal attempt with medical patients without 
suicidal attempts,
 
(1, 432)= 1.70, p=0.19, eta squared= 0.00 (see to table 7.5). There were no 
differences in mean scores of FSD between psychiatry patients with suicidal attempt and without 
suicidal attempts and also between psychiatry patients without suicidal attempts and medical 
patients without suicidal attempts (see Table 7.5). 
 
As a conclusion, the fear of social disapproval was found to be no difference between psychiatry 
patients with suicidal attempts as compared to without suicidal attempts and psychiatry patients 
without suicidal attempts as compared to medical patients without suicidal attempts (see table 7.5). 
 
FS 
 The results of ANOVA revealed a non significant difference on FS for suicidal attempt F (1, 430) 
= 0.67, p=0.41; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable FS was considered separately, the post hoc ANOVA 
showed that there were no significant differences in mean scores of FS between psychiatry patients 
with suicidal attempts and without suicidal attempts, F(1, 235)= 0.01, p=0.98, eta squared= 0.00 
and between psychiatry patients without suicidal attempt with medical patients without suicidal 
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attempts,
 
(1, 432)= 0.37, p=0.54, eta squared= 0.00 (see to table 7.5). There were no differences in 
mean scores of FS between psychiatry patients with suicidal attempt and without suicidal attempts 
and also between psychiatry patients without suicidal attempts and medical patients without suicidal 
attempts (see Table 7.5). 
 
As a conclusion, the fear of suicide was found to be no difference between psychiatry patients with 
suicidal attempts as compared to without suicidal attempts and psychiatry patients without suicidal 
attempts as compared to medical patients without suicidal attempts (see table 7.5). 
 
 CC 
 The results of ANOVA revealed a significant difference on CC for suicidal attempt F (1, 430) = 
9.9, p<0.01; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable CC was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of CC between psychiatry patients 
with suicidal attempts and without suicidal attempts, F(1, 235)= 15.66, p<0.001, eta squared= 0.06 
(see a*** in Table 7.5) and a non significant difference between psychiatry patients without suicidal 
attempt with medical patients without suicidal attempts,
 
(1, 432)= 2.12, p=0.14, eta squared= 0.01 
(see to table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean score on 
MO as compared to psychiatry patients without suicidal attempts. (see Table 7.5). 
 
As a conclusion, the child related concern was found to be significantly lower among psychiatry 
patients with suicidal attempts as compared to without suicidal attempts (see table 7.5). 
 
RF 
 The results of ANOVA revealed a significant difference on RF for suicidal attempt F (1, 430) = 
15.17, p<0.001; Wilks’ Lambda (see table 7.5). 
 
When the results for the dependent variable RF was considered separately, the post hoc ANOVA 
showed that there were significant differences in mean scores of RF between psychiatry patients 
with suicidal attempts and without suicidal attempts, F(1, 235)= 11.97, p<0.01, eta squared= 0.03 
(see a** in Table 7.5) and a non significant difference between psychiatry patients without suicidal 
attempt with medical patients without suicidal attempts,
 
(1, 432)= 8.24, p=<0.01, eta squared= 0.02 
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(see a** in Table 7.5). Psychiatry patient with suicidal attempt showed significantly lower mean 
score on RF as compared to psychiatry patients without suicidal attempts. (see Table 7.5). 
 
As a conclusion, the responsibilities towards family were found to be significantly lower among 
psychiatry patients with suicidal attempts as compared to without suicidal attempts (see table 7.5). 
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7.4.10 Correlations 
 
Table 7.6 shows the correlations between demographic data with score of total scales and sub scales 
among psychiatry patients. Meanwhile table 7.7 shows the correlation between demographic data 
with score of total scales and sub scales among medical patients. 
 
There were positive correlations between protective factors and between risk factors. However, 
there were negative correlation noted between protective and risk factors. Overall, there were 
stronger correlation between demographic data with score of total scales and sub scales among 
psychiatry patients as compared to medical patients. 
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Table 7.6 – Correlation between demographic data with score of total scales and sub scales among psychiatry patients 
 
 1 2 3 4 5 6 7 8 9 10 11 12 
1. Age 
 
 -.131** .163** .334 -.319** -.155** 0.15 .046 .044 -.037 .031 -.075 
2. Gender 
 
  -.064 .022 .038 .091 .100 -.004 -.010 -.001 -.011 .055 
3. Ethnic 
 
   .024 .004 -.181** -.208** .051 -.087 -.105 .009 .103 
4. Marital 
Status 
 
    -.085 -.114 .013 .054 -.059 -.089 -.023 .056 
5. 
Education 
level 
 
     .084 -.114 .049 -.094 -.019 .009 .113 
6.Employ
ment 
 
      .032 -.070 .136** .116 .032 -.014 
7.RFL-T 
 
       -.460** .407** .362** .428** -.367** 
8. BHS-T 
 
        -.593** -.525** -.606** .561** 
9. SWL-T 
 
         .505** .534** -.481** 
10. PSR-T 
 
          .542** -.452** 
11. RSE-T 
 
           -.587** 
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 1 2 3 4 5 6 7 8 9 10 11 12 
12. DASS- 
T 
            
13. ATHS-
T 
-.037 .092 -.052 -.017 -.058 .086 .516** -.391** .365** .369** .423** -.301** 
14.PANSI-
N-T 
 
-.122 .061 .061 -.046 .012 -.064 -.368** .447** -.422 -.422** -.407** .529** 
15. PSR-
FR 
-.037 -.022 -.010 -.122 .024 .105 .266** -.422** .393** .832** .363 -.267** 
16. PSR-
FML 
 
-.035 .016 -.147** -.055 -.046 .098 .361** -.498** .487** .931** .564** -.489** 
17. SCB 
 
.026 .069 -.128 -.046 -.094 .094 .924** -.587** .453** .435** .541** -.457** 
18. RF 
 
.038 .147** -.070 .005 -.011 .107 .633** -.380** .383** .376** .387** -.220** 
19. MO 
 
.049 .071 -.348** .082 -.014 .023 .715** -.216** .209** .181** .135** -.187** 
20. FS 
 
.043 .056 -.117 -.002 -.166 -.194** .509** .062 .051 -.038 .014 -.005 
21. CC 
 
.131** .038 -.194** .238** -.086 .024 .703** -.296** .336** .290** .278** -.256** 
22. FSD 
 
-.041 .139** -.165** -.021 -.075 .004 .649** -.139** .132 .094 .094 -.090 
23. DASS-
D 
-.032 .048 .048 .056 .112 -.044 -.421** .610** -.518** -.492** -.628** .969** 
24. DASS-
A 
-.107 .037 .037 .067 .120 .026 -.250** .462** -.400** -.382** -.469** .903** 
25. DASS-
S 
-.148** .090 .090 .030 .075 .032 -.268** .427** -.363** -.321** -.496** .885** 
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**p<0.001, *p<0.01 
 13 14 15 16 17 18 19 20 21 22 23 24 25 
1. Age 
 
-.037 -.122 -.037 -.035 -.026 .038 .049 .043 .131** -.041 -.032 -.107 -.148** 
2. Gender 
 
.092 .061 -.022 .016 .069 .147** .071 .056 .038 .139** .048 .037 .090 
3. Ethnic 
 
-.052 .013 -.010 -.147** -.128 -.070** -.348** -.117 -.194** -.165** .128 .056 .110 
4. Marital 
Status 
 
-.017 -.046 -.122 -.055 -.046 .005 .082 -.002 .238** -.021 .056 .067 .030 
5. Education 
level 
 
-.058 .012 .024 -.046 -.094 -.011 -.014 -.166** -.086 -.075 .112 .120 .075 
6.Employment 
 
.086 -.064 .105 .098 .094 .107 .023 -.194** .024 .004 -.044 .026 .032 
7.RFL-T 
 
.516** -368* .266** .361** .924** .633** .715** .509** .703** .649** -.421** -.250** -.268** 
8. BHS-T 
 
-.391** .447** -.422** -.498** -.587** -.380** -.216** .062 -.296** -.139** .610** .462** .427** 
9. SWL-T 
 
.365** -.344* .393** .487** .453** .383** .209** .051 .336** .132 -.518** -.400** -.363** 
10. PSR-T 
 
.369** -.422* .832** .931** .453** .376** .181** -.038 .290** .094 -.492** -.382** -.321** 
11. RSE-T 
 
.438** -.407* .363** .564** .541** .387** .135** .014 .278** .094 -.628** -.469** -.496** 
12. DASS-T 
 
-.301** -.529* -.267** -.489** -.457** -.220** -.187** -.005 -.256** -.090 .969** .903** .885** 
13. AHTS-T 
 
1 -.360* .288** .356** .576** .401** .308** .029 .422** .207** -.359** -.214** -.163** 
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 13 14 15 16 17 18 19 20 21 22 23 24 25 
14. PANSI-
N-SS 
 
  -.424** -.345** -.435** .380** -.288** .102 -.342** -.132 .558** .456** .394** 
15. PSR-FR-   
SS 
   .574** .326** .305** .136** -.085 .204** .070 -.310** -.235** -.168** 
16. PSR-
FML-SS 
 
    .432** .588** .176** .000 .287** .095 -.520** -.409** -.358** 
17. SCB-SS 
 
     .588** .547** .255** .592** .466** -.509** -.326** -.338** 
18. RF-SS 
 
      .373** .129 .519** .354** -.264** -.140** -.138** 
19. MO-SS 
 
       .327** .557** .453** -.215** -.100 -.143** 
20. FS-SS 
 
        .221** .455** -.021 .012 -.029 
21. CC-SS 
 
         .332** -.307** -.169* -.159** 
22. FSD-SS 
 
          -.125 -.065 -.163** 
23. DASS-
D-SS 
           .824** .801** 
24. DASS-
A-SS 
            .758*8 
25. DASS-S-
SS 
             
**p<0.001, *p<0.01
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Table 7.7 Correlation between demographic data with score of total scales and sub scales among medical patients 
 
 1 2 3 4 5 6 7 8 9 10 11 12 
1. Age 
 
 -.106 .235** .547** -.037** -.035 -.026 .038 .049 .043 .131** -.041 
2. Gender 
 
  -.030 -.012 -.022 .016 .069 .147 .071 .056 .038 .139** 
3. Ethnic 
 
   .101 -.010** -.147 -.128 -.070 -.348** -.117 -.194** -.165** 
4. Marital 
Status 
 
    -.122** -.055 -.046 .005 .082 -.002 .238** -.021 
5. 
Education  
level 
 
     -.046 -.094 -.011 -.014 -.166** -.086 -.075 
6.Employ
ment 
 
      .094 .107 .023 -.194* .024 .004 
7.RFL-T 
 
       -.122 .024 .105 .181* -.010 
8. BHS-T 
 
        -.046 -.098 .-361* .147** 
9. SWL-T 
 
         .094 .924** -.128** 
10. PSR-T 
 
          .633** -.070* 
11. RSE-T 
 
           -.348** 
12. DASS-
T 
 
            
13. AHTS .037 .092 -.111 -.017 .131** .038 -.194** -.238** .086 .024 .703** -.194** 
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 1 2 3 4 5 6 7 8 9 10 11 12 
14.PANSI-
N-T 
 
.101 .061** .061 -.046 -.037 -.035 -.026 .038 -.049 -.043 -.131** -.041 
15. PSR-
FR-   SS 
.037 -.022 -.010 .063 -.022 .016 .069 -.147** .071 .056 .038 .-139** 
16. PSR-
FML-SS 
 
-.035 .016 -.147 -.055 -.010 -.147** -.128 -.070** .348** .117 .194** -.165** 
17. SCB-
SS 
 
-.026 .069 -.128* -.046 -.122 -.055 -.046 -.005 .082 .002 .238** -.021 
18. RF-SS 
 
-.038 .147 -.070 .005 .024 -.046 -.094 -.011 .014 .166** .086 -.075 
19. MO-SS 
 
-.049* .071 -.348** -.082 .105 .098 .094 -.107 .023 .194** .024 -.004 
20. FS-SS 
 
-.043 .056 -117 -.075 -.037 -.022 -.010 -.122 .024 .105 .266** -.010 
21. CC-SS 
 
.131 .038 -.194 .238 -.035 .016 -.147** -.055 -.046 .098 .361** -.147** 
22. FSD-
SS 
 
-.041 .139 -.165 -.021 .026 .069 -.128 .046 .094 .094 .324** -.128 
23. DASS-
D-SS 
-.032 .048 -.048 .056 .038 .147** -.070 .005 -.011 -.107 -.233** .070 
24. DASS-
A-SS 
.107 .037 .037 .067 .049 .071 -.348** .082 -.014 -.023 -.715** .348** 
25. DASS-
S-SS 
-.148 .090 -.090 .030 .043 .056 -.117 .002 -.166 -.194** .509** .117 
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 13 14 15 16 17 18 19 20 21 22 23 24 25 
1. Age 
 
-.037 .092 -.052 -.017 -.058 .086 .216** -.391** .265** .269** .223** -.301** -.017 
2. Gender 
 
-.122 .061 .061 -.046 .012 -.064 -.368** .247** -.422 -.422** -.407** .529** -.046 
3. Ethnic 
 
-.037 -.022 -.010 -.122 .024 .105 .266** -.222** .393** .432** .363 -.267** -.122 
4. Marital 
Status 
 
-.035 .016 -.147** -.055 -.046 .098 .361** -.498** .487** .931** .564** -.289** -.055 
5. Education  
level 
 
.026 .069 -.128 -.046 -.094 .094 .324** -.387** .453** .435** .541** -.457** -.046 
6.Employment 
 
.038 .147** -.070 .005 -.011 .107 .333** -.380** .383** .376** .387** -.220** .005 
7.RFL-T 
 
.049 -.071 .348** .082 .014 .023 .715** .216** .209** .181** -.135** -.187** -.082 
8. BHS-T 
 
-.043 .056 -.117 -.002 -.166 -.194** -.309** -.062 -.051 -.038 .014 .005 .002 
9. SWL-T 
 
.131** -.038 .194** .238** .086 .024 .303** .296** .336** .290** -.278** -.256** -.238** 
10. PSR-T 
 
.041 .139** -.165** .021 .075 .004 .349** .139** .132 .094 -.094 -.090 -.021 
11. RSE-T 
 
.032 -.048 .048 .056 .112 .044 .421** .610** .518** .292** -.628** -.269** -.056 
12. DASS-T 
 
.107 .037 .037 -.067 -.120 .-026 -.250** .-462** -.400** -.382** .469** .203** .067 
13. AHTS-T 
 
.148** -0.90 .090 .030 .075 .032 .268** .427** .363** .321** -.496** -.285** -.030 
**p<0.001, *p<0.01
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 13 14 15 16 17 18 19 20 21 22 23 24 25 
14. PANSI-
N-SS 
 
  -.235** -.547** -.037 -.035 -.026 -.038 -.049 -.043 .131** .041 .041 
15. PSR-FR-   
SS 
   .012 .022 .016 .069 .147** .071 .056 -.038 -.139** -.139** 
16. PSR-
FML-SS 
 
    .010 -147** .128 .070** .348** .117 -.194** -.165** -.165** 
17. SCB-SS 
 
     .055 .046 .005 .082 .002 -.238** -.021 -.021 
18. RF-SS 
 
      .094 .011 .014 .166** -.086 -.075 -.075 
19. MO-SS 
 
       .107 .023 -.194** -.024 -.004 -.004 
20. FS-SS 
 
        .024 .105 -.266** -.010 -.010 
21. CC-SS 
 
         .098 -.361** -.147** -.147** 
22. FSD-SS 
 
          -.924** -.128 -.128 
23. DASS-
D-SS 
           .070 .070 
24. DASS-
A-SS 
            .348** 
25. DASS-S-
SS 
             
**p<0.001, *p<0.01
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7.5 DISCUSSION 
 
 
The findings of this study were found to be supporting the hypotheses of the study. The results showed 
that the psychiatry patients had significantly higher mean scores on risk factors for suicidal 
behavior (hopelessness, depressive, anxiety, stress symptoms and psychological distress) as compared 
to medical patients. In addition, psychiatry patients showed significantly lower mean scores on 
protective factors for suicidal behavior (reasons for living, self esteem, social support, hopefulness 
and satisfaction with life) as compared to medical patients. Patients with suicidal ideation were 
found to have significantly higher mean scores on risk factors for suicidal behavior and 
significantly lower mean scores on protective factors as compared to patients without suicidal 
behavior. Finally, there was significant interaction between diagnosis (psychiatry versus medical 
patients) and suicidal ideation. There were significant differences in all the mean scores of risk factors 
and protective factors between psychiatry patients with suicidal ideation and without suicidal ideation. 
There were also significant differences between psychiatry patients with suicidal ideation and medical 
patients with suicidal ideation in all the mean scores of risk factors and 7 protective factors (RFL, 
SWLS, AHTS, PSR-FR, PSR-FM, SCB, FSD) of suicidal behavior. Significant differences between 
medical patients with suicidal ideation and without suicidal ideation were noted in all the mean scores 
of risk factors and 12 protective factors except for FS. And finally, significant differences in all the 
mean scores of risk factors and 10 protective factors except for MO, FS and CC were noted between 
psychiatry patients without suicidal ideation and medical patients without suicidal ideation. In term of 
suicidal attempt, there were significant differences in all the mean scores of risk factors and 11 
protective factors (except FS and FSD) between psychiatry patients with suicidal attempt and without 
suicidal attempt. There was also significant difference between psychiatry patients and medical patients 
without suicidal attempt in all the mean scores of risk factors and mean of 9 protective factors 
(except MO, FSD, FS and CC). The following section will be discussing the risk factors for suicidal 
ideation. 
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Risk factors for suicidal ideation 
 
The resulted revealed that psychiatry patients with unipolar mood disorders had significantly higher 
mean scores on all total scale and subscales measuring risk factors for suicidal behavior (DASS-T, 
DASS-D, DASS-A, DASS-S and BHS) which measured the total psychological distress, depressive, 
anxiety, stress symptoms and hopelessness as compared to patients with medical illnesses.  
 
Psychiatry patients with suicidal ideation were noted to have significantly higher mean scores on all the 
risk factors as compared to psychiatry patients without suicidal ideation. Meanwhile medical patients 
with suicidal ideation showed significantly higher means scores on risk factors as compared to medical 
patients without suicidal ideation. However, it is worth noting that psychiatry patients with suicidal 
ideation had significantly higher mean scores on all the risk factors as compared to medical patients 
with suicidal ideation. And same goes to psychiatry patients without suicidal ideation showing 
significantly higher mean scores on risk factors as compared to medical patients without suicidal 
ideation. These results were expected since psychiatry patients with suicidal behavior are known to 
have higher level to hopelessness, depressive, anxiety, stress symptoms and psychological distress. 
These results were consistent with Briton et al., (2008) who studied 125 adults (50 years or older) 
receiving treatment for a mood disorder and found a positive correlation between suicidal ideation and 
hopelessness. Meanwhile, Beck, Steer, Beck & Newman (1993) reported in their study that 
hopelessness was 1.3 times more important than depression was for explaining suicidal ideation. 
Uncapher, Thompson, Osgood and Bongar (1997) concluded in their study that hopelessness was 
strongly related to suicidal ideation and the relationship between hopelessness and suicidal ideation 
was dependent on level of depression. Sareen et al., (2005) reported that anxiety disorders were one of 
the risk factors for suicidal ideation. Meanwhile the relationship between suicidal ideation and stress 
were concluded by Grover et al, 2009; Dixon, 1991; Josepho and Plutchik, 1994; Wilson et al., 1995 
and Ugurlu and Ona, 2009. 
 
 In terms of eta sizes which indicated that higher eta sizes reflects stronger variances in explaining the 
risk and protective factors of suicidal behavior, the highest eta square in risk factors were found among 
psychiatry patients with suicidal ideation followed by psychiatry patients without suicidal ideation, 
followed by medical patients with suicidal ideation and finally medical patients without suicidal 
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ideation These indicated that risk factors were the strongest in terms of variances among psychiatry 
patients with suicidal ideation, followed by psychiatry patients without suicidal ideation followed by 
medical patients with suicidal ideation and finally medical patients without suicidal ideation. The 
following section will be discussing the protective factors for suicidal ideation. 
 
Protective factors for suicidal ideation 
 
The results showed that psychiatry patients with unipolar mood disorders have significantly lower 
mean scores on total scales and subscales as compared to patients with medical illnesses on all 13 
protective factors for suicidal behavior (RFL, RSE, AHTS, PSR, SWLS, SCB, MO, RF, FSD, FS, CC, 
PSR-FR, PSR-FM) which measured the reasons for living, self esteem, hopefulness, social support, 
suicide coping belief, moral objection, responsibilities towards family, fear of social disapproval, fear 
of suicide, child related concern, social support from friends and social support from family.  
 
Psychiatry patients with suicidal ideation were noted to have significantly lower mean scores on all the 
protective factors as compared to psychiatry patients without suicidal ideation. Meanwhile medical 
patients with suicidal ideation showed significantly lower means scores on all the protective factors as 
compared to medical patients without suicidal ideation except on fear on suicide subscale. Meanwhile, 
psychiatry patients without suicidal ideation showed significantly lower mean scores on protective 
factors as compared to medical patients without suicidal ideation. These results were expected since 
psychiatry patients with suicidal ideation are known to have lower level to reasons for living, self 
esteem, hopefulness, social support and satisfaction with life Malone et al., 2000; Meadow et al., 2005; 
Kaslow et al., 2005; Nisbet and Lewinsohn et al, 1994. 
  
In terms of eta square, the highest eta square for protective factors were found among medical patients 
without suicidal ideation, followed by medical patients with suicidal ideation followed by psychiatry 
patients without suicidal ideation and finally psychiatry patients with suicidal ideation. This indicated 
that psychiatry patients with suicidal ideation have the lowest protective factors among the four groups 
in term of variances of protective factors for suicidal behavior. The following section will be discussing 
on risk factors for suicidal attempt. 
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Risk factors for suicidal attempt 
 
The results revealed that psychiatry patients with unipolar mood disorders had significantly higher 
mean scores on total scale and subscales measuring risk factors for suicidal behavior (DASS-T, DASS-
D, DASS-A, DASS-S and BHS) as compared to patients with medical illnesses. 
 
Psychiatry patients with suicidal attempts were noted to have significantly higher mean scores on all 
the risk factors as compared to psychiatry patients without suicidal attempts. These results were 
supported by findings of Malone et. al (2000); Tanney, 1992, Oquendo et al, 2002 and Sokero et al., 
2005.Meanwhile psychiatry patients without suicidal attempts showed significantly higher mean scores 
on risk factors as compared to medical patients without suicidal attempts. The psychiatry patients with 
suicidal attempt when compared to psychiatry patients without suicidal attempt showed higher eta 
square in all the risk factors.  
 
The psychiatry patients with suicidal attempt when compared to psychiatry patients without suicidal 
attempt showed higher eta square in all the risk factors. This indicated that psychiatry patients with 
suicidal attempt stronger risk factors in terms of variances as compared to psychiatry patients without 
suicidal attempts. The next section will be discussing on protective factors for suicidal attempt. 
 
Protective factors for suicidal attempt 
 
The results also showed that psychiatry patients with unipolar mood disorders have significantly lower 
mean scores on total scales and subscales as compared to patients with medical illnesses on 11 
subscales as compared to 13 subscales on protective factors for suicidal behavior (RFL, RSE, AHTS, 
PSR, SWLS, SCB, MO, RF, CC, PSR-FR, PSR-FM). Psychiatry patients with suicidal attempts were 
noted to have significantly lower mean scores on all the protective factors as compared to psychiatry 
patients without suicidal ideation. Meanwhile medical patients without suicidal attempts showed 
significantly lower means scores on 11 total scales and subscales of protective factors as compared to 
medical patients without suicidal attempts except on moral obligation and child related concerns. The 
findings whereby psychiatry patients with suicidal attempts having lower protective factors were 
supported by Everall, Altrows and Paulson (2006); Goldney, Smith Winefield, Tiggerman Winefield, 
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1991; Mc Gee & Williams, 200 an Koivumaa et al, 2000, 2001. The psychiatry patients with suicidal 
attempt when compared to psychiatry patients without suicidal attempt showed higher eta square in all 
the protective factors  
 
There were several major strengths in the current research. The strength of this study is the large 
sample size, which was used (n=435) in identifying the risk and protective factors for suicidal behavior 
among patients with unipolar mood disorders which included 235 patients with unipolar mood 
disorders and the remaining 200 were patients with medical illnesses. This enabled for the research to 
make comparison and identification between these two groups (medical and psychiatry) in the risk and 
protective factors. Another strength of this study was the use of the standardized assessment methods 
and validated measures of all the measures used in this study. The severity of psychopathology of risk 
and protective factors of suicidal behavior can be identified by the eta square and the significant value 
obtained in the findings of this research. Higher eta square indicated strong variances in explaining the 
risk and protective factors. It will be useful for clinicians since they will need to be more careful when 
patients have higher scores on risk factors, which, indicates further investigations. Meanwhile, the 
protective factors identified should be enhanced in reducing the suicidal behavior among patients. 
However, the results of the study cannot be generalized across the whole Malaysian population because 
the study involved only patients from urban area.  
 
In this study, one of the main weaknesses in the methodology was noted. Patients with suicidal 
attempts among medical patients were too small in number (n=3) as compared to psychiatry patients 
(N=69). The small number of suicidal attempters among medical patients did not made it possible for 
comparisons to be made between these two groups in order to evaluate the contribution of 
psychopathology of risk and protective factors for suicidal behavior in this group. Future studies in the 
area of risk and protective factors for suicidal behavior should look into getting sufficient sample size 
on suicide attempters in medical patients. In addition, future research should also explore into looking 
at other risk factors such as misuse of alcohol and substance (Cherpitel, Borges & Wilcox, 2004; 
Neeleman, 2001; Kaslow et al. 2002; Pietrzak et al., 2010), severe negative life events, a history of 
child maltreatment, high levels of psychological distress and depression, hopelessness about the future 
(Kaslow et al. 2002), life hassle (Kaslow et al, 2005), lacking a partner, previous suicide attempt, total 
time spent in major depressive episode (Sokero, et al., 2005) and psychosocial difficulties and 
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protective factors such as coping skills (Kaslow, 2002) which, had been studied extensively in the 
West.  Research should also look into identifying risk and protective factors with other psychiatric 
illnesses such as borderline personality disorder (Pompili, Girardi & Ruberto, 2005), schizophrenia 
(Palmer, Pankratz & Bostwick, 2005) and PTSD (Pietrzak et al., 2010) which had been studied in the 
West. 
 
As a conclusion, the findings of this thesis are consistent with Western studies whereby, patients with 
suicidal behaviors had significantly higher risk factors as compared to patients without suicidal 
behaviors. 
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CHAPTER 8 
 
INDIVIDUAL COGNITIVE BEHAVIOR THERAPY FOR PATIENTS WITH UNIPOLAR 
MOOD DISORDERS WITH SUICIDAL IDEATION IN MALAYSIA: A CONTROLLED 
TRIAL 
 
8.1 Abstract 
 
The aim of this study was to investigate the effectiveness of Individual Cognitive Behavior Therapy 
(ICBT) in treating patients with mood disorders with suicidal ideation. A total of 69 patients (48 
females, 21 males) with the diagnoses above were randomly allocated to either the group of Treatment 
As Usual (TAU) + ICBT (n=33) or the TAU group (n=36). All participants completed the Beck 
Depression Inventory (BDI), Beck Scale For Suicide Ideation (BSS), Positive and Negative Suicide 
Ideation Inventory (PANSI), Beck Hopelessness Scale (BHS), Depression Anxiety Stress Scale-21 
(DASS-21), Reasons For Living Inventory (RFL), Provision Of Social Relations (PSR), Satisfaction 
With Life Scale (SWLS), Rosenberg Self Esteem Scale (RSE) and the Adult Trait Hope Scale (ATHS). 
These questionnaires were administered at pre-treatment, midway through treatment (week 4), post-
treatment (week 8), and at follow-ups after three months (week 20) and six months (week 32). Factorial 
Anova results showed that the TAU+ICBT patients improved significantly and at faster rate as 
compared to the TAU group, which showed improvement only on 7 measures out of 21 measures 
tested. The effect size (Cohen’s d), for the TAU+ICBT group showed large effect (1.47) for depressive 
symptoms and suicidal ideation (1.00). However, the TAU group only showed minimal effect for 
depressive symptoms and suicidal ideation respectively.  In addition, 42.4% of the patients in 
TAU+ICBT group showed reliable and 48.5% showed clinically significant change for depressive 
symptoms as well as 39.4% reliable and 45.4% clinically significant change in suicidal ideation 
symptoms. These findings suggest that ICBT, when used in addition to the TAU, was effective in 
enhancing treatment outcome of patients with unipolar mood disorders as well as, reducing suicidal 
ideation, improving risk and protective factors for suicide behavior. 
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8.2 INTRODUCTION 
 
The World Health Organization estimates that in the year 2020, approximately 1.53 million people 
would die due to suicide, and 10-20 times more people would attempt suicide worldwide (WHO, 
1999). Meanwhile it was estimated that depression would be the main cause of disability in the 
developing world by the year 2020 (Zartaloudi, 2011). In Malaysia, depression is the most common 
mental illness, which was reported, yet it is still under-detected and under-treated (Aishvarya, Maniam, 
Karuthan, Oei, 2012 a, b; Aishvarya, Maniam & Oei, 2010; Deva, 2006; Jamaludin, 2006; Mukhtar & 
Oei, 2011). The cost of depression is high and increasing worldwide especially in terms of physical and 
psychological burden. According to WHO (2005), one of every 100 people suffering from depressive 
disorder dies by suicide and 50% individuals who committed suicide had the main diagnosis of 
depression (Reddy, 2010). The Malaysian Psychiatric Association  (2004), reported that approximately 
7% to 10% of depressed patients are expected to be at risk of suicide in the next 10 to 15 years. 
 
 In term of treatment, generally psychotherapy and pharmacotherapy are associated with good outcome 
in treating patients with depression (Gelenberg, Freeman, Markowits, Rosenbaum & Thase, 2010). In 
the West, several types of psychotherapy had shown to be effective in treating mood disorders. A few 
meta-analytic studies showed that CBT (Cognitive Behavior Therapy) is highly effective for depressive 
disorders (Beck, 2005, Oei & Dingle, 2007), reduce relapses in the treatment of unipolar depression 
(Butler, Chapman, Foreman & Beck, 2006) and more effective than inter-personal therapy in severe 
depression (Luty et al., 2007). The efficacy of CBT was also noted in the treatment of acute depressive 
syndromes (Wampold, Minami, Baskin & Tierney, 2002). Meanwhile, CBT when incorporate with 
TAU  (treatment as usual) was found to be more effective in relapse prevention of patients with bipolar 
disorders as compared to TAU only (Lam et al., 2007). Individual cognitive behavior therapy (ICBT) 
had been the main type of treatment in treating patients with depression especially depressed 
outpatients with no psychotic or melancholic features (De Rubeis & Crits-Christoph; Warman, Grant, 
Sullivan, Caroff, & Beck, 2005). In addition, group cognitive behavior therapy had shown to be at 
least, if not more effective than individual cognitive behavior therapy (Dwyer, Olsen & Oei, 2013; Oei 
& Dingle, 2007; Warman et al., 2005; Zettle, Haflich, & Reynolds, 1992).  
 
 
 
 
 
 
 174 
The applicability of Beck’ theory and research on treatment of mood disorders has been done among 
the Western populations and proven to be successful, however it is very limited in the East. Some of 
the studies on CBT were conducted in Asian countries as Indonesia (Hadiyono, 1998), India 
(Prasadarao, 1998), Hong Kong (Tang & Lee, 1998, Wong, 2009; Wong, 2011), China (Qian & Chen, 
1998; Shen, Alden, Sochting, & Tsang, 2006), and Japan (Fujisawa et al., 2010). In addition, CBT was 
also proven to be applicable in Asian countries with various values and culture (Hodges & Oei, 2007; 
Mukthar, Oei & Jamil, 2011; Lin, 2001; Wong, 2009; Wong, 2011). In Malaysia, psychotherapy for 
mood disorders especially for depression, Mukhtar and Oei, 2011, reported that only two religious 
psychotherapy studies (Azhar & Varma, 1995; Razali, Hasanah, Aminah, & Subramaniam, 1998) and 
one psychodynamic study (Woon & Teoh, 1976) were conducted among patients with depression. 
Meanwhile, group cognitive behavior therapy was conducted among Malay patients in treating 
depression (Mukhtar et al., 2011). The findings suggested that group cognitive behavior therapy when 
incorporated with treatment as usual was effective in reducing negative thoughts and maladaptive 
behaviors among patients with depression. However, to date, no single study had been done in looking 
at the efficacy of individual cognitive behavior therapy in the treatment of mood disorders in Malaysia. 
So, it will be worthwhile to investigate the efficacy of ICBT in the treatment of mood disorders in 
Malaysia since ICBT was found to be effective in treating patients with mood disorders in the West.  
In addition, very little attention was paid in the treatment of suicidal behavior, which, is closely related 
with mood disorder. In Malaysia, 30,000 family members or friends were estimated to be negatively 
affected directly or indirectly from suicidal acts every year (Ministry of Health, 2005). Besides that, the 
burden also involves medical cost, which, include emergency transport, rehabilitation, hospital, 
pharmaceutical, ancillary, and related treatment cost, as well as funeral/coroner expenses for fatalities 
and administrative costs. The comprehensive review of the literature on suicidal behavior in Malaysia 
(Aishvarya, Maniam, Hatta Sidi & Oei, 2013a; see chapter 2) reported that to date there is no single 
psychological therapy was conducted in treating patients with suicidal behavior in Malaysia as 
compared to the West (Rudd et al., 1996; Coon, David, DeVries Thompson, 2004; Linehan, 
Armstrong, Suarez, Allmon, Heard, 1991) which were found to be effective.  So, it is worth to 
investigate the feasibility of ICBT for treatment of patients with mood disorders with suicidal behavior 
in Malaysia.  
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Thus, the objective of this study was to evaluate the effectiveness of individual cognitive behavior 
therapy (ICBT), in conjunction with the Treatment As Usual (TAU), in treating outpatients with mood 
disorders with suicidal ideation in Malaysia. TAU + ICBT were hypothesized to be more effective than 
TAU alone. Patients in the TAU + ICBT group were expected to demonstrate a more reliable and 
clinically significant change in symptoms of depression, suicide ideation, risk factors for suicidal 
behavior and protective factors for suicidal behavior as compared to patients in the TAU group. 
 
8.3 METHOD 
8.3.1 Participants 
A total of 69 patients (21 male 48 female) who were diagnosed with unipolar mood disorders (by their 
treating psychiatry) with suicide ideation were allocated by assigning alternate cases to either the 
TAU+ICBT group (n = 33) or the TAU group (n =36) by the researcher. New and old patients with the 
diagnosis of unipolar mood disorders were included in this study. However, the old patients were not 
“long standing cases” but were diagnosed within the three months before the research was started.  The 
age of the patients ranged between 19 to 72 years with the mean age of 43.13. There were 39 (56.5%) 
Malays, 21(30.4%) Chinese and 9(13.0) Indian patients.  Sixty patients (86.9%) had completed 
secondary education and nine (13.0%) had completed undergraduate education. The Mini International 
Neuropsychiatric Interview (MINI, Sheehan at el., 1998) showed that all patients were experiencing 
unipolar mood disorders with 45 (65.2%) experiencing major depressive disorder and the remaining 24 
(34.8%) with dysthymia.  The Positive and Negative Suicide Ideation Inventory (PANSI) showed that 
all 69 (100%) of the patients had suicide ideation. 
 
8.3.2 Measures  
Beck Depression Inventory (BDI) 
The 21-item Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) was 
designed to assess the severity of depression. The BDI was validated in Malaysian among the Malay 
population (Mukthar & Oei, 2008), postpartum woman (Wan, Amir, Iran & Mohamed, 2004) and 
urological patients (Quek, Low, Azad & Loh, 2001) and the Cronbach’s alpha reliability coefficient 
was found to be above .80. In addition the BDI was also found to have good concurrent validity 
(Mukthar & Oei, 2008). In this study, the Cronbach’s alpha reliability of BDI was 0.90. 
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Beck Scale For Suicide Ideation (BSS) 
The Beck Scale for Suicide Ideation (Beck et al., 1979) is a 21-item self-report instrument to examine 
the suicide ideation in patients. All items consist of three response options ranging from 0 - 2 and the 
total score ranges from 0 – 38. The average reliability coefficient for inpatient (=. 90) and outpatient 
(=.87) were found to be high. In this study, the Cronbach’s alpha reliability of BSS was =.87. 
 
Positive and Negative Suicide Ideation Inventory (PANSI) 
Positive and Negative Suicide Ideation Inventory (refer to Chapter 3) was designed to measure 
ideations about suicide (Osman, Gutierrez, Kopper, Barrios & Chiros, 1998). PANSI has two 
subscales: positive ideation (six items), which are thoughts that act as the buffer against the suicidal 
behavior and negative ideations (eight items), which are thoughts, related to suicide. This measure has 
acceptable reliability and validity in the suicide literature (Lester, 1998). The PANSI was validated 
according to Malaysian outpatient’s norms, and the Cronbach’s alpha reliability of PANSI-Negative 
(= 0.93) and the PANSI-Positive ( = 0.84) was found. The PANSI- Negative was also found to have 
good concurrent, criterion and discriminative validity. 
 
The Depression Anxiety Stress Scale (DASS) 
The Depression Anxiety Stress Scale-21 (Lovibond & Lovibond, 1995) is used to measure symptoms 
of depression (seven items), anxiety (seven items), and stress (seven items) symptoms. Each item in 
DASS is rated based on a 4 –point scale ranging from 0 (did not apply at all) to 3 (applied to me very 
much, or most of the time). In Malaysia, DASS-21 had very good Cronbach alpha of .84, .74 and .79, 
respectively for depression, anxiety and stress subscales when it was tested in the general population 
(Ramli, Ariff, & Zaini, 2007). In addition, it had good factor loading values for most items (.39 to .73). 
The Cronbach alpha values were 0.75, .74 and 0.79 respectively for depression, anxiety and stress 
subscales among diabetic patients with good factor loading values for 17 out of 21 items (Ramli, 
Salmiah, & Nurul, 2009). In the western population, numerous studies have found favorable 
psychometric properties of the DASS-21 in clinical populations (Anthony, Bieling, Cox, Enns, & 
Swinson, 1998; Clara, Cox, & Enn, 2001, Gloster et al., 2008) and non- clinical populations (Henry & 
Crawford, 2005). Oei, Sawang, Goh & Mukhtar (2013) demonstrated good psychometric properties for 
the DASS in 6 Asian countries, including Malaysia. In this study, the DASS was validated according to 
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Malaysian outpatients norms and 14 items from the original DASS-21 were used. The Cronbach’s 
alpha reliability coefficient of the 14-itemed DASS was 0.95 with good concurrent, criterion and 
discriminative validity.  
 
Reasons For Living Inventory (RFL) 
The Reasons for Living Inventory (refer to Chapter 5) was developed by Linehan and colleagues in 
1983 and it was developed based on a cognitive-behavioral theory to study the cognitive factors, which 
act as the buffer towards suicidal behavior (Linehan, Goodstein, Nielsen, & Chiles, 1983). The Reasons 
for Living Inventory has 48-items with specific reasons for an individual for not committing suicide. A 
total of six subscales were selected based on four different studies of factor analyses: suicidal and 
coping belief, responsibility to family, child-related concerns, fear of suicide, fear of social disapproval 
and moral objections. Each item in this scale is rated on a 6-point scale measuring levels of importance 
ranging from 1 (not at all important) to 6 (extremely important). Studies investigating the psychometric 
properties of the RFL inventory produced various findings in different populations (Cole, 1989; 
Osman, Jones, & Osman, 1991; Osman, Gregg, Osman, & Jones, 1992; Osman, Gifford, Jones, 
Lickiss, Osman, & Wenzel, 1993). In this study, (Aishvarya et al, 2013) validated RFL according to the 
Malaysian outpatients norm was used with 35 items of the original RFL which showed high coefficient 
alpha of =0.94 with good concurrent, criterion and discriminative validity.  
 
Beck Hopelessness Scale (BHS) 
The Beck Hopelessness Scale (refer to Chapter 4) is a 20-item, self-report to measure symptoms of 
hopelessness about the future. This instrument has been shown to have good psychometric properties in 
clinical and non-clinical populations (Beck et al., 1974; Glanz, Haas, & Sweeney, 1995; Steer, Kumar, 
& Beck, 1993). The 7-items BHS is a form of the original 20-item-ed BHS (Beck et al., 1974) validated 
according to Malaysian outpatients’ norms. The coefficient alpha for BHS had been found to be 0.79 
with good concurrent, criterion and discriminative validity.  Each item in this scale is rated as either 
true or false. The total score of this scale that is obtained by summing responses measures the level of 
hopelessness; higher scores are indicative of greater hopelessness. The examples of questions asked are 
“All I can see ahead of me is unpleasantness rather than pleasantness” and “ My future seems dark to 
me". 
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Provision Of Social Relations (PSR) 
The Provision of Social Relations (Turner, Frankel, & Levin, 1983) is a 15-item instrument to measure 
social support. The factor analysis for PSR revealed two essential dimensions of support: family 
support (items 4, 7, 10, 11, 12, 14) and friend support (items 1, 2, 3, 5, 6, 8, 9, 13, 15). This scale was 
developed based on a few studies involving university students, psychiatric patients, psychiatrically 
disabled community residents and 11,000 households. The total score of this instrument is obtained by 
summing the scores on the two components above after reverse-scoring items 7 and 15. Higher total 
scores indicate more social support. The PSR was validated according to Malaysia outpatients’ norm 
and it revealed 13 items with two essential dimensions of supports: family support (items 4, 10, 11, 12, 
14) and friend support (items 1, 2, 3, 5, 6, 8, 9, 13).  The coefficient alpha for PSR was very good, 0.92 
with good concurrent, criterion and discriminative validity.  
 
 
Satisfaction With Life Scale (SWLS) 
The 5-item Satisfaction With Life Scale (Diener, Emmons, Larsen & Griffin, 1985) is an instrument to 
assess life satisfaction. The SWSL reveals an individual’s judgment of his or her quality of life. Each 
item is rated on a 7-point scale from 1 to 7 in terms of “strongly disagree” to “strongly agree.” The total 
score for SWLS ranges from 5 to 35, with higher scores indicating more satisfaction with life. Data 
based on six studies (Pavot & Diener, 1993) showed that the SWLS has high internal consistency with 
coefficient alpha ranging from 0.79 to 0.89. Meanwhile Adler and Fagley (2005) reported coefficient 
alpha of 0.87 and 0.86 (Steger, Frazier, Oishi, & Kaler, 2006) for this scale. The SWL measure was 
validated according to Malaysian outpatients’ norm, with the Cronbach’s alpha reliability coefficient 
of, = 0.86 with good concurrent, criterion and discriminative validity (refer to chapter 5; Aishvarya et 
al., 2013) 
 
 
 
Rosenberg Self Esteem Scale (RSE) 
The ten-item Likert scale Rosenberg Self Esteem Scale (Rosenberg, 1965) is used to measure self-
esteem. Items in this scale are answered on a four-point scale; from strongly agree to strongly disagree. 
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The scale was developed based on a study involving 5024 high school juniors and seniors. Various 
studies have shown that the Cronbach alpha for the scale ranges from 0.77 to 0.88. When validated 
according to Malaysian outpatients’ norm, only 8 items from the original scale was used in this study. 
The Cronbach’s alpha reliability coefficient of 8 itemed RSE is (= 0.86) with good concurrent, 
criterion and discriminative validity.  
 
The Adult Trait Hope Scale (ATHS) 
The Adult Trait Hope Scale (Snyder et al., 1991) contain 12 items with four items measuring pathways 
thinking, four items measuring agency thinking, and four items are the fillers. The scale is rated on a 8-
point scale ranging from definitely false to definitely true.  Scores for the scale ranges from 8 to 64, 
with higher scores indicating higher levels of hope. Studies reported by Synder et al (1991) showed that 
the ATHS has acceptable psychometric properties with internal consistency alphas ranging from 0.74 – 
0.84. The ATHS measure was validated according to Malaysian outpatients’ norm, with the Cronbach’s 
alpha reliability coefficient of (= 0.76) with good concurrent, criterion and discriminative validity.  
 
8.3.3. Procedure 
 
Patients for this study were recruited from psychiatry clinics in Universiti Kebangsaan Malaysia 
Medical Centre, Kuala Lumpur. Figure 8.1 shows the steps taken in the recruitment and allocation 
process of participants to the two groups. A total of 203 patients were diagnosed by their respective 
psychiatrist according to the Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV-TR: 
APA, 2000). Following this, The Mini International Neuropsychiatric Interview (MINI, Sheehan at el., 
1998) was administered by the first author to every 10
th
 patient to confirm the diagnoses given by the 
psychiatrist. A Kappa value of 0.78 was found and percentage of agreement was 81.9% for patients 
with mood disorders.  The results of Positive and Negative Suicide Ideation Inventory showed that all 
(N=69) patients had suicidal ideation.  The cut off point of 1.67 was used in PANSI to identify patients 
with suicide ideation as suggested by Osman, Gutierrez, Kopper, Barrios, & Chiros (1998). One 
hundred and thirty four patients were excluded for not meeting the criteria or declined to participate. 
The inclusion criteria required that participating patients be aged between 16-75 years, Bahasa Melayu 
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or English literate, was not treated with CBT before, and met the DSM-IV-TR criteria for unipolar 
mood disorders. Meanwhile, the exclusion criteria for the study included participants with other 
psychiatric diagnoses beside unipolar mood disorders, and not able to read, write or speak either 
Bahasa Melayu or English. All patients were on medication during the course of therapy. However, 
pre-existing medication regimes were reported not to have significant affect on long-term outcomes in 
group cognitive behavior therapy (Oei & Yeoh, 1999). 
 
All sixty- nine patients were allocated by assigning alternate cases to either TAU+ICBT group (n=33) 
or TAU group (n=39) by the researcher.  Patients in TAU group (N=36) attended follow-up 
appointment with their psychiatrist but did not receive any form of psychological therapy. They were 
only given questionnaires at the every assessment points (pre-treatment, mid-treatment, post-treatment 
(week 8), follow up after 3 months (week 20) and follow up after six months (week 32). However, 
patients in TAU group were offered CBT after the 6 months follow-up in the hospital. 
 
Meanwhile, patients in TAU+ICBT group (n=33) received TAU and in addition individual cognitive 
behavior therapy twice weekly for 8 consecutive weeks. Each ICBT session lasted for approximately 2 
hours. The sessions were longer than the usual ICBT since most of the patients (n= 26) requested to 
finish the therapy session in the manual faster after they were explained about the sessions Patients 
were given 15 minute break in between the sessions.  The entire patients (n=33) in this group 
completed the sessions approximately in 8 months. The whole program including the follow ups were 
completed in one year and four months. All the questionnaires described above (BDI, BSS, PANSI, 
BHS, RFL, SWLS, PRS, RSE, DASS and AHTS) were administered to patients at each assessment 
points (pre-treatment, mid-treatment, post-treatment (week 8), follow up after 3 months (week 20) and 
follow up after six months (week 32).  
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Figure 8.1. Steps in the recruitment and allocation of participants to treatment groups 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Patient from psychiatric clinics 
with diagnoses of mood 
disorders 
MINI was administered to every 
10 patients to confirm diagnosis 
given by psychiatrist ( n =203 ) 
Excluded or declined 
( n = 134 ) 
 
Controlled ( n= 69 ) 
TAU + ICBT 
(n = 33) 
TAU 
(n= 36) 
Mid – Treatment Assessment 
( n = 69 )  
Post – Treatment Assessment 
( n = 69 ) 
Follow – up Assessment to 3 
months ( n = 69 ) 
Follow – up Assessment to 6 
months ( n = 42 ) 
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8.3.4 Treatment  
The ICBT treatment manual used in this study was based on the 4
th
 edition GCBT manual developed 
by Oei (2010) for mood disorders. The manual provides a total of 8 detailed GCBT sessions, which 
includes short lectures on specific topics, class activities and homework tasks. In sessions 1 and 2, 
participants were informed about the general orientation to cognitive behavior therapy. In addition, 
their dysfunctional behaviors were taught to be replaced by teaching them to identify activities that 
stimulate them. Meanwhile, in sessions three and four, participants were taught to identify their 
negative automatic thoughts and core irrational beliefs. In order to help them to overcome their 
dysfunctional thoughts, participants were asked to create a short sentence, which is strong and 
motivational to alarm them. Participants were taught to challenge or change their dysfunctional 
cognitions using the vertical arrow technique in sessions five and six. Finally in sessions seven and 
eight, the aspect of support system and relapse prevention were included. The manual has been showed 
to be effective in the treatment of patients with mood disorders (Dwyer, Olsen & Oei, 2013; Furlong & 
Oei, 2002; Mukhtar, Oei & Jamil, 2011; Oei & Shuttlewood, 1997; Oei & Yeoh, 1999). The manual, 
which was designed for GCBT, however was used effectively in this ICBT. Each session was 
completed in two individual sessions with the patients in approximately four hours as the GCBT. 
The sessions were conducted by the first author, who holds a Masters degree in Clinical Psychology 
(Malaysia), and currently a doctorate student at the University of Queensland (Australia), with 11 years 
clinical experience applying CBT in Malaysia. In addition, the author was supervised by a professor in 
psychiatrist in Universiti Kebangsaan Malaysia and a professor in clinical psychology from University 
Of Queensland. During the sessions, the therapist regularly reinforced the skills taught, monitored 
patients’ progress and addressed issues in the sessions and at home. The distribution and collection of 
the questionnaires for the TAU + ICBT group were done during therapy sessions and follow-ups. The 
communication with the patients of TAU group was undertaken mainly via telephone whereby they 
were reminded to fill up the questionnaires at the clinic counter when they attended their appointments. 
Filled up questionnaires were either returned on the same day to the staffs at the psychiatric clinic or 
mailed to the therapist. 
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8.3.5 Statistical Analyses 
 
Data were analyzed using the Statistical Package for the Social Sciences (SPSS) version 17. The 
independent variables were the two treatment conditions (TAU + ICBT group and TAU group) and the 
five assessment points (pre-treatment, mid-treatment, post-treatment [week 8], three-months follow-up 
[week 20] and six-month follow-up [week 32]. Meanwhile the patients’ total scale scores, sub scale 
scores and demographic variable were the dependent variables. The ten total scale measures and 11 sub 
scale measures were analyzed by means of two separate 2 (Participant status: TAU + CBT versus 
TAU) X 5 (Time: pre-treatment, mid treatment, post treatment, 3 months follow ups (week 20) and 6 
months follow ups (week 32). Variables in the total measures and sub measures were grouped for the 
two-way with repeated measures MANOVAs as follows: measures of depressive symptoms (BDI-T 
and DASS-D), measures of suicide ideation symptoms (BSS-T and PANSI-T), measures of risk factors 
for suicidal behavior (DASS-T, BHS-T, DASS-A and DASS-S) and measures of protective factors for 
suicidal behavior (RFL-T, SWLS-T, PSR-T, AHTS-T, RSE-T, PSR-FM, PSR-FR, SCB, MO, FSD, FS, 
CC, RF).  
 
 Manova was used and then followed by post hoc ANOVA results were conducted to examine the pre-
treatment differences on measures in the groups. Results of ANOVAs for groups were reported 
separately. In addition, post hoc analyses were used to detect significant differences between various 
assessment points for each treatment patients. (Note: DASS-D, DASS-A and DASS-S are sub scales of 
DASS, PSR-FM and PSR-FR are sub scales of PSR and SCB, RF, MO, FS, CC and FSD are subscales 
of RFL) and RFL-T- Reasons For Living Inventory Total; BHS-T- Beck Hopelessness Scale Total; 
SWLS-T-Satisfaction With Life Scale Total; PSR-T- Provision Of Social Relations Total; RSE- T-
Rosenberg Self Esteem Scale Total; TAHS- T-The Adult Trait Hope Scale Total; DASS-T- Depression 
Anxiety Stress Scale Total; PANSI-N-T- Positive and Negative Suicide Ideation –Negative Total, PSR-
FR-Provision of Social Relations-Friend Subscale; PSR-FM-Provision of Social Relations-Family 
Subscale; DASS-D- Depression Anxiety Stress Scale-Depression Subscale; DASS-A-Depression 
Anxiety Stress Scale-Stress Subscale; SCB- Suicidal and Coping beliefs subscale; RF- Responsibility 
to family subscale; CC -Child-related concerns subscale; FS- Fear of suicide subscale; FSD- Fear of 
social disapproval subscale; MO-Moral objections subscale). 
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Effect size. To calculate the effect size, Cohen’s (1988) formula was used (MPRE – MPOST) / SDPRE and 
interpreted based on the following guidelines: trivial effect (< 0.20), small effect (≥ 0.20 and <0.50), 
medium effect (≥. 50 and <0.80) and large effect (≥ 0.80)  
 
Clinical significance. In order to determine the reliability of degree of change in the pre – post 
treatment scores, The Reliable Change Index (RCI) was used.  The RCI was done using the following 
formula, SE diff = SD1 √2 √1-r (where SD1 is the SD of the baseline observation and r is Cronbach’s 
alpha coefficient). Meanwhile the clinical significant is achieved when a participant during the therapy 
moves from the dysfunctional level to the functional level. The clinically significant changes were 
calculated using the formula (MDYSF X SDFUNC + MFUNC X SDDYSF) / (SDDYSF + SDFUNC). Participants 
who had achieved the reliable change and met the cut-off score for clinically significant change were 
considered to have recovered. 
 
Intent to treat. The participants at each assessment point returned all the questionnaires. However, at 
the six-month follow-up, only 28 participants in TAU + ICBT group and 14 participants in TAU group 
returned the questionnaires. Based on this situation, the intent-to-treat- (ITT) (Kendall, Flannery-
Schroeder, & Ford, 1999) analyses were used. In this study using the ITT method, the scores of the last 
assessment point (three month follow-up) were placed at the six-month follow-up where necessary. 
There were no significance different found in the preliminary analysis when data from participants who 
completed all questionnaires were compared to completers using substituted values.   
 
8.3.6 Assumption testing 
The Mauchy’s Test of Sphericity was used to test the assumption of homogeneity of all variances and a 
p-value of <0.05 for all the measures were found. Hence, the Greenhouse-Geisser adjustment was used 
to interpret the significance levels. It was noted that all variables were well distributed with skewness 
and kurtosis were found to be supporting the validity of multivariate analyses. The skewness and 
kurtosis were well distributed since the data are clinical data and it was expected. The measures of 
depressive symptoms will be analyzed first and followed by the measures of suicide ideation 
symptoms, measures of risk factors for suicidal behavior and measures of protective factors for suicidal 
behavior. 
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8.3.7 Benchmarking 
 
The use of benchmarks was strongly recommended by Hunsley and Lee (2007) controlled trials. For 
this study the Beck Depression Inventory (1961) was used as the benchmark for depressed patients and 
the Beck Scale For Suicide Ideation (1979) was used as the benchmark for suicidal ideation. 
 
8.4 RESULTS 
 
Demographic characteristic for TAU + ICBT and TAU samples  
There were no significant differences on demographic variables for the two groups on the preliminary 
analyses. The pre treatment mean scores on the measures of depressive symptoms, measures of suicide 
ideation symptoms, measures of risk factors and protective factors for suicidal behaviors did not reveal 
any significant differences. Thus, both groups were not significantly different before the treatment (see 
Table 8.2). 
 
A total of 15 (21.7%) patients had history of suicide attempt with 8 patients in TAU+ICBT and 7 
patients in the TAU group at the baseline. When patients were evaluated at post treatment (week 8), 
none of the patients in TAU+ICBT attempted suicide while in the treatment. However, 2 patients in the 
TAU group attempted suicide in week seven while in the 8 weeks treatment. Both patients were 
admitted in the psychiatric ward and they were maintained in the study (see Table 8.1). 
The results of the measures of depressive symptoms (BDI and DASS-D) will be discussed first 
followed by measures of suicide ideation symptoms (BSS, PANSI), measures of risk factors for 
suicidal behavior (BHS, DASS, DASS-A and DASS-S) and measures of protective factors for suicidal 
behavior (RFL-T, SWLS-T, PSR-T, AHTS-T, RSE-T, PSR-family, PSR-friend, SCB, MO, FSD, FS, 
CC, RF).  
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Table 8.1: Number and percentage of patients with suicide attempts in the treatment 
Group Pre treatment  
(baseline) 
Post treatment 
(week 8) 
Number/percentage of patients who 
attempted suicide while in the 
treatment 
TAU 7  (19.44 %) 9 (25 %) 2 (5.5%) 
TAU + ICBT 8 (24.2%) 8 (25%) Nil 
 
8.4.1 Measures of depressive symptoms 
Effect of treatment and maintenance at follow-ups.  The means and standard deviations of the 
measures of depressive symptoms are presented in Table 8.3. The results of the repeated measures 
MANOVAs for the measures for depressive symptoms revealed that there was a significant effect of 
participants’ status on the combined measures of depressive symptoms, (1, 67)= 5.61, p <0.001; Wilks’ 
Lambda, main effect for time F(1, 67)= 1508.61, p<.001; Wilks’ Lambda  and  treatment interaction x 
time (F(4, 64)= 81.06, p<.001; Wilks’ Lambda.  
 
In order to look at significance above, the post hoc ANOVAs results for the each dependent measure 
would be presented separately in the following section.  
 
 
Beck Depression Inventory (BDI-T) 
 
Table 8.3 presents mean scores and standard deviations for the dependent variables from pre to 6 
months follow-up points. The results of the repeated measures ANOVAs revealed a significant main 
effect (F (1, 67=8.58, p<0.001), time (F (df, 4,67=212.94, p<0.001) and treatment x time interaction 
effects (F( df, 4,64=200.08, p<0.001) for the BD1-T scores.  
 
The post hoc ANOVA tests yielded significant decrease in BDI-T mean scores from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
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treatment to 3 months follow-up and between mean scores from 3 months follow-up to 6 months 
follow-up were not significant. The mean scores differences for the TAU group, from pre treatment to 
rest of the treatment points were not significant (see Figure 8.2). 
 
Thus, the BDI-T mean scores had dropped significantly from pre treatment (baseline) to post treatment, 
but remained stable from post treatment to the follow-up assessment time points. However, the TAU 
group remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
 Table 8.4 presents the number and percentage of patients who achieved reliable significant change and 
clinically significant change at the end of the treatment. Fourteen (42.4%) patients showed reliable 
significant change and sixteen (48.5%) patients showed clinically significant change in the TAU + 
ICBT group. In the TAU group, none of the patients showed reliable and clinically significant change 
while in treatment. 
 
In term of effect sizes, the TAU+ICBT group showed a large effect size (1.47) , while the TAU group 
was associated with a trivial effect size (0.02) (see Table 8.5). 
  
In short, it can be concluded that for BDI-T mean scores, patient in TAU + ICBT group showed 
significant improvement in terms of reduction in depressive symptoms from pre to post treatment but 
remained stable at follow-up points. However, patients in TAU group did not show any improvement 
in the reduction of the symptoms above with the mean scores remaining stable throughout the 
assessment point.  
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Figure 8.2: Mean scores on the BDI-T on pre, mid (week 4), post treatments (week 
8), three (week 20) and six months follow ups (week 32) 
 
 
 
 
 
 
 
           
Depression Anxiety Stress Scale-Depression (DASS-D) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=0.20, 
p<0.001), time (F (df, 4,67=55.78, p<0.001) treatment x time interaction effects (F( df, 4,64=51.73, 
p<0.001) for DASS-D mean scores. Meanwhile the table 8.3 presents the mean scores and standard 
deviations for the dependent variables across the pre-6 months follow ups points.  
 
A significant decrease in DASS-D mean scores was noted from pre to mid treatment and mid to post 
treatment. However, the differences between mean scores from post treatment to 3 months follow-up 
and between mean scores from 3 months follow-up to 6 months follow-up were not significant.  The 
mean scores differences for the TAU group showed a significant decrease from pre treatment to mid 
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treatment and a non significant increase in the mean score from mid treatment to post treatment and 
remained stable for the rest of the assessment points (see Figure 8.3). 
 
Thus, the DASS-D mean scores had dropped significantly from pre treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. Meanwhile 
in the TAU group, the score dropped significantly only from pre to mid treatment but showed non-
significant increase from mid treatment to post treatment and remained stable for the rest of the 
assessment points.  
 
In the TAU+ICBT group, a total of 13 (39.4%) patients showed reliable significant change and 14 
(42.2%) patients showed clinically significant change. Meanwhile, 5 (13.9%) patients showed reliable 
significant change and 6 (16.7%) patients showed clinically significant change in the TAU group (see 
Table 8.4). 
 
The effect sizes of TAU+ICBT group was medium (0.69) and the TAU group showed trivial (0.01) 
effect size (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement in 
terms of reduction in depressive symptoms from pre to post treatment but remained stable at follow- up 
points. However, patients in TAU group did not show any improvement in reduction of depressive 
symptoms from mid treatment onwards. 
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Figure 8.3: Mean scores on the DASS-D on pre, mid(week 4), post treatments (week 8), three 
months (week 20) and six months follow ups (week 32) 
 
 
 
Overall, it can be concluded that patients in TAU + ICBT group showed significant decrease in the 
measures of depressive symptoms from pre to post treatment but remained stable at follow-up points. 
Meanwhile, patients in TAU group only showed significant decrease in mean scores of DASS-D from 
pre to mid treatment, non significant increase from mid to post treatment and remained stable for the 
rest of the assessment points. 
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8.4.2 Measures of suicide ideation symptoms  
 
Effect of treatment and maintenance at follow-ups. Table 3 presents the mean and standard deviation 
of the measures of suicide ideation symptoms. The results of the repeated measures MANOVAs for the 
measures for suicide ideation symptoms revealed that there was a significant effect of participants’ 
status on the combined measures of suicide ideation symptoms, (1, 67)= 9.45, p <0.001; Wilks’ 
Lambda, main effect for time F(1, 67)= 2037.99, p<.001; Wilks’ Lambda  and treatment interaction x 
time (F(4, 64)= 9.45, p<.001; Wilks’ Lambda.  
 
In order to look at significance above, the post hoc ANOVAs results for the each dependent measure 
would be presented separately in the following section.  
 
Beck Scale For Suicide Ideation (BSS-T) 
 
The results of repeated measures ANOVA’s showed a significant main effect (F (1, 67=7.18, p<0.001), 
time (F (df, 4,67=53.31, p<0.001) and treatment x time interaction effects (F( df, 4,64=23.23, p<0.001) 
for the BSS-T mean scores. The table 8.3 presents the mean scores and standard deviations for the 
dependent variables across the pre to 6 months follow- up points.  
 
The post hoc ANOVA tests showed a significant decrease in BSS-T mean scores from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
treatment to 3 months follow-up and between scores from 3 months follow-up to 6 months follow-up 
were not significant. The mean scores differences for the TAU group, from pre treatment to rest of the 
treatment points were not significant (see Figure 8.4). 
 
Thus, the BSS-T mean scores had dropped significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. However, 
the TAU group remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
A total of 13 (39.4%) patients showed reliable significant change and 15 (45.4%) patients showed 
clinically significant change in TAU + ICBT group as compared to TAU group, whereby 1 (2.8%) 
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patient showed reliable significant change and 2 (5.5%) patients demonstrated clinically significant 
change (see table 4). The TAU+ICBT group showed large effect size (1.00) meanwhile the TAU group 
demonstrated small effect size (0.05) (see Table 8.5). 
 
In short, it can be concluded that for BSS-T mean score, patients in TAU + ICBT group showed 
significant improvement in terms of reduction in suicide ideation from pre to post treatment but 
remained stable at follow-up points. However, patients in TAU group did not show any improvement 
in the reduction of the BSS-T scores with the scores remaining stable throughout the assessment point. 
 
 
Figure 4: Mean scores on the BSS-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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Table 8.2: Demographic characteristics of participant TAU + ICBT and TAU groups at baseline 
 
Variable TAU + ICBT 
(n = 33) 
TAU 
N= 36) 
X
2
 or 
t 
P 
 
Age (years) 
 
43.00 
 
43.19 
 
0.72 
 
0.45 
     
Gender, n (%) 
Male 
Female 
 
Ethnicity, n (%)    
Malay 
Chinese 
Indian 
 
 
Education level, n (%)                   
Secondary education 
Undergraduate 
 
 
 
6 (28.6) 
27 (56.3) 
 
 
20 (60.6) 
9 (27.2) 
4 (12.1) 
 
 
 
28 (84.8) 
5 (15.1) 
 
15 (71.4) 
21 (43.8) 
 
 
19 (52.8) 
12 (33.3) 
5 (13.9) 
 
 
 
32 (88.9) 
4 (11.1) 
 
0.23 
 
 
 
0.32 
 
 
 
 
 
0.43 
 
0.80 
 
 
 
0.53 
 
 
 
 
 
0.64 
 
Measures of depressive symptoms 
 
    
BDI-T 41.39 39.55 -1.76 0.08 
DASS-D 9.47 8.94 -0.43 0.67 
Measures of suicide ideation symptoms 
 
BSS-T 
PANSI-T 
 
Measures of risk factors for suicidal 
behavior 
DASS-T 
BHS-T 
DASS-A 
DASS-S 
 
Measures of protective factors for suicidal 
behavior protective factors 
 
 
 
28.00 
2.36 
 
 
 
18.18 
2.52 
10.97 
6.76 
 
 
28.66 
2.38 
 
 
 
15.50 
2.38 
11.03 
6.03 
 
 
0.61 
0.06 
 
 
 
-1.10 
.061 
0.17 
-1.4 
 
 
0.55 
0.95 
 
 
 
0.28 
0.95 
0.87 
0.17 
RFL-T 163.60 161.39 -0.32 0.75 
SWLS-T 21.15 22.17 0.54 0.59 
PSR-T 46.30 50.42 1.56 0.12 
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TAHS-T 34.90 35.56 0.25 0.81 
RSE-T 12.76 15.25 0.30 0.77 
PSR-FR 27.15 27.00 -0.13 0.90 
PSR-FM 11.70 12.22 1.13 0.26 
SCB 82.06 87.78 1.44 0.16 
MO 14.12 14.72 0.96 0.34 
FSD 14.16 14.03 0.61 0.55 
FS 20.06 17.89 0.89 .081 
CC 13.12 14.03 -0.66 0.51 
RF 5.40 6.64 0.60 0.89 
 
Positive And Negative Suicide Ideation Scale-Total (PANSI-T) 
 
Table 3 presents the mean scores and standard deviations for the dependent variables across the pre to 6 
months follow-up points. The results of the repeated measures ANOVAs revealed a significant main 
effect (F (1, 67=15.48, p<0.001), time (F (df, 4,67=30.02, p<0.001) and treatment x time interaction 
effects (F (df, 4,64=24.60, p<0.001) for PANSI-T scores.  
 
The post hoc ANOVA test yielded significant decrease in PANSI-T mean scores from pre to mid 
treatment and mid to post treatment for the TAU + ICBT group. However, the differences between 
scores from post treatment to 3 months follow-up and between scores from 3 months follow-up to 6 
months follow-up were not significant.  Meanwhile, for the TAU group, the mean scores differences 
were not significant at any point of the assessment. (see Figure 8.5). 
 
The PANSI-T mean scores had dropped significantly from pre-treatment (baseline) to post treatment, 
but remained stable from post treatment to the follow-up assessment time points. However, the TAU 
group remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
A total of 15 (45.4%) patients showed reliable significant change and 15 (45.4%) patients showed 
clinically significant change in TAU + ICBT group as compared to TAU group, whereby 1 (2.8%) 
Note : n- number; BDI-T- Beck Depression Inventory Total; BSS-T- Beck Scale For Suicide Ideation Total; DASS-T- 
Depression Anxiety Stress Scale Total; PANSI-T- Positive and Negative Suicide Ideation  Total; BHS-T- Beck 
Hopelessness Scale; RFL-T- Reasons For Living Inventory Total; SWLS-T-Satisfaction With Life Scale Total; PSR-T- 
Provision Of Social Relations Total; TAHS- T-The Adult Trait Hope Scale Total; RSE- T-Rosenberg Self Esteem Scale 
Total; DASS-D- Depression Anxiety Stress Scale-Depression Subscale; DASS-A-Depression Anxiety Stress Scale-
Stress Subscale;  PSR-FR-Provision of social Relations-Friend Subscale; PSR-FM-Provision of Social Relations-Family 
Subscale; SCB- Suicidal and Coping beliefs subscale; MO-Moral objections subscale; FSD- Fear of social disapproval 
subscale;  FS- Fear of suicide subscale;  CC -Child-related concerns subscale;  RF- Responsibility to family subscale. 
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patient showed reliable significant change and 2 (5.5%) patients demonstrated clinically significant 
change (see Table 8.4). 
 
PANSI showed large effect size (1.00) for the TAU+ICBT group as compared to nil effect size in the 
TAU group (see Table 8.5). 
 
In a nutshell, patients in TAU + ICBT group showed significant improvement in terms of reduction in 
suicide ideation from pre to post treatment but remained stable at follow-up points. However, patients 
in TAU group did not show any improvement in the reduction of the symptoms above with the scores 
remaining stable throughout the assessment point.  
 
Figure 8.5: Mean scores on the PANSI-T on pre, mid (week 4),  post treatments (week 8), three 
months  (week 20) and six months follow ups (week 32) 
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Overall, it can be concluded that patients in TAU + ICBT group showed significant decrease in 
the measures of suicide ideation symptoms from pre to post treatment but remained stable at 
follow-up points. Meanwhile, patients in TAU group did not show any improvement in suicide 
ideation symptoms and the mean scores remained stable throughout the assessment points. 
 
8.4.3 Measures of risk factors for suicidal behavior 
 
Effect of treatment and maintenance at follow-ups.  The means and standard deviations of 
scores of risk factors for suicidal behavior are presented in Table 8.3. The results of the repeated 
measures MANOVAs for the measures for risk factors for suicidal behavior revealed that there 
was a significant effect of participants’ status on the combined measure of depressive symptoms, 
(1, 67)= 17.10, p <0.001; Wilks’ Lambda, main effect for time F(1, 67)= 2086.61, p<.001; 
Wilks’ Lambda  and treatment interaction x time (F(4, 64)= 36.12, p<.001; Wilks’ Lambda.  
In order to look at significance above, the post hoc ANOVAs results for the each dependent 
measure would be presented separately in the following section.  
 
Depression Anxiety Stress Scale-Total (DASS-T) 
 
The table 8.3 presents the mean scores and standard deviations for the dependent variables across 
the pre to 6 months follow-up points. The results of the repeated measures ANOVA revealed a 
significant treatment effect (F (1, 67=1.07, p<0.001), time (F (df, 4,67=111.52, p<0.001) and 
treatment x time interaction effects (F( df, 4,64=112.48, p<0.001) for the DASS-T scores.  
The DASS-T’s mean scores decreased significantly from pre to mid treatment and mid to post 
treatment. However, the differences between mean scores from post treatment to 3 months 
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follow-up and between mean scores from 3 months follow-up to 6 months follow-up were not 
significant. The mean scores differences for the TAU group, from pre treatment to rest of the 
treatment points were found to be not significant (see Figure 8.6). 
 
Thus, the DASS-T score in the TAU+ ICBT group dropped significantly from pre to treatment 
(baseline) to post treatment, but remained stable from post treatment to the follow-up assessment 
time points. However, the TAU group remained stable from pre treatment to the rest 3 follow-up 
assessment time points.  
 
 Thirty six percent (12) of the patients showed reliable significant change and forty six percent 
(15) of the patients showed clinically significant change in TAU + ICBT group. However, in 
TAU group, only 3 percent (1) of the patients showed reliable and 6 percent (2) showed 
clinically significant change. 
 
In term of effect sizes, the TAU+ICBT group showed medium effect (0.74) size as compared to 
small  (0.11) effect size for the TAU group (see Table 8.5). 
 
In short, it can be concluded that for DASS-T mean scores, patient in TAU + ICBT group 
showed significant improvement in terms of reduction in psychological distress from pre to post 
treatment but remained stable at follow-up points. However, patients in TAU group did not show 
any improvement in the reduction of the symptom above with the mean scores remaining stable 
throughout the assessment point.   
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Table 8.3: The means and standard deviations of the symptoms, risk and protective variables for the TAU+ICBT and TAU groups in 
the ICBT treatment of mood disorders with suicide ideation overtime 
Treatment N Pre treatment Mid treatment 
(week 4 
Post treatment 
(week 8) 
Follow-up 
(week 20 / 3 
months ) 
Follow-up 
(week 32 / 6 
months ) 
       
Measures of depressive 
symptoms 
 
BDI-T 
TAU+ICBT 
 
 
 
 
33 
 
 
 
 
41.39 (4.69) 
 
 
 
 
37.30 (5.12) 
 
 
 
 
34.48 (4.03) 
 
 
 
 
34.33 (4.09) 
 
 
 
 
34.30 (4.13) 
TAU 
 
36 39.55 (3.93) 39.05 (4.24 39.47 (4.06) 39.30 (4.27) 39.36 (4.36) 
DASS – D 
TAU+ICBT 
 
33 
 
10.12 (3.14) 
 
8.15 (3.02) 
 
7.96 (3.24) 
 
7.90 (3.25) 
 
7.90 (3.26) 
TAU 36 8.94 (5.27) 8.00 (5.26) 8.88 (5.46) 8.84 (5.46) 8.86 (5.61) 
 
Measures of suicide 
ideation symptoms 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BSS-T 
TAU+ICBT 
 
33 
 
28.00 (3.91) 
 
26.06 (3.93) 
 
24.06 (5.01) 
 
23.78 (3.99) 
 
24.06 (3.51) 
TAU 
 
36 28.66 (5.06) 28.11 (4.77) 28.42 (5.03) 28.38 (4.56) 26.61 (7.56) 
PANSI – T 
TAU+ICBT 
 
33 
 
2.37  (0.64) 
 
1.91  (0.31) 
 
1.72  (0.29) 
 
1.72  (0.29) 
 
1.73  (0.30) 
TAU 36 2.38  (0.62) 2.37  (0.62) 2.38  (0.62) 2.38  (0.63) 2.38 (0.65) 
       
 
 
Measures of risk factors 
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for suicidal behavior  
DASS – T 
TAU+ICBT 
 
33 
 
18.18  (9.51) 
 
14.42  (8.59) 
 
11.15  (7.81) 
 
11.06  (7.72) 
 
10.96  (7.80) 
TAU 36 15.50  (10.68) 15.55  (10.44) 15.64  (10.43) 15.53  (10.65) 15.42  (10.47) 
 
BHS – T 
TAU+ICBT 
 
33 
 
2.52  (2.00) 
 
1.52  (1.48) 
 
0.79  (1.11) 
 
0.82  (1.07) 
 
0.79  (1.05 
TAU 36 2.42  (2.07) 2.22  (1.89) 2.33  (1.80) 2.34  (1.65) 2.35 (1.65) 
 
DASS – A 
TAU+ICBT 
 
33 
 
11.21 (1.26) 
 
10.51 (1.22) 
 
10.33 (1.40) 
 
10.27 (1.52) 
 
10.24 (1.56) 
TAU 36 11.02 (1.71) 11.02 (1.62) 10.94 (1.65) 11.00 (1.67) 11.00 (1.63) 
 
DASS – S 
TAU+ICBT 
 
33 
 
6.75 (1.90) 
 
5.72 (2.29) 
 
5.39 (2.72) 
 
5.39 (2.72) 
 
5.33 (2.78) 
TAU 36 6.02 (2.48) 5.75 (2.28) 5.94 (2.35) 5.83 (2.46) 5.83 (2.46) 
 
Measures of protective 
factors for suicidal 
behavior 
 
      
RFL-T 
TAU+ICBT 
 
33 
 
163.61 (26.04) 
 
173.48  (24.96) 
 
178.63  (24.38) 
 
178.18  (24.92) 
 
178.00  (25.14) 
TAU 36 161.38  (31.46) 170.12  (24.45) 177.71  (28.91) 177.01  (28.59) 176.11  (28.33) 
 
 
SWLS-T 
TAU+ICBT 
 
33 
 
21.15 (7.99) 
 
25.15  (8.32) 
 
28.68  (7.74) 
 
28.82  (7.61) 
 
28.97  (7.43) 
TAU 36 22.16  (7.66) 22.00  (7.61) 21.94  (7.64) 21.92  (7.70) 21.89  (7.74) 
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PSR-T 
TAU+ICBT 
 
33 
 
46.30  (11.32) 
 
52.33  (10.15) 
 
55.85  (8.81) 
 
55.45  (8.67) 
 
55.09  (9.48) 
TAU 36 50.42  (10.46) 50.13  (11.24) 50.00  (11.44) 49.54  (12.02) 49.12  (12.26) 
RSE-T 
TAU+ICBT 
 
33 
 
12.76 (4.66) 
 
16.94  (3.17) 
 
20.73  (2.94) 
 
20.76  (4.05) 
 
20.82  (4.06) 
TAU 36 15.25 (4.43) 14.64  (4.00) 14.92  (4.00) 14.47  (4.41) 14.64  (4.27) 
 
AHTS-T 
TAU+ICBT 
 
33 
 
34.91  (10.00) 
 
41.39  (9.27) 
 
47.85  (8.62) 
 
47.52  (8.70) 
 
47.45  (8.81) 
TAU 36 35.56  (11.18) 39.34  (10.66) 45.33  (10.00) 45.45  (10.03) 45.01  (10.39) 
 
PSR-FR 
TAU+ICBT 
 
 
33 
 
 
27.15 (4.87) 
 
 
29.06 (4.79) 
 
 
30.00 (5.03) 
 
 
30.15 (4.89) 
 
 
30.33 (4.81) 
TAU 
 
 
36 27.00 (4.99) 27.00 (5.67) 27.01 (5.25) 27.08 (5.03) 27.08 (5.25) 
 
 
PSR-FM 
TAU+ICBT 
 
33 
 
11.63 (1.94) 
 
12.72 (1.73) 
 
13.24 (1.60) 
 
13.27 (1.58) 
 
13.27 (1.58) 
TAU 36 11.22 (1.83) 12.60 (1.62) 13.01 (1.61) 13.00 (1.87) 13.02 (1.87) 
 
 
SCB 
TAU+ICBT 
 
33 
 
86.48 (4.93) 
 
88.27 (4.93) 
 
88.63 (5.20) 
 
88.72 (5.21) 
 
88.50 (5.04) 
TAU 
 
 
36 87.77 (1.56) 87.36 (1.57) 87.69 (1.47) 88.60 (1.58) 87.44 (1.62) 
 
 
MO 
TAU+ICBT 
 
33 
 
12.93 (3.52) 
 
14.06 (3.44) 
 
15.27 (3.78) 
 
15.42 (3.77) 
 
15.54 (3.95) 
TAU 36 13.75 (3.42) 13.91 (3.50) 13.94 (3.26) 13.94 (4.13) 14.22 (3.83) 
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RF 
TAU+ICBT 
 
33 
 
5.24 (1.63) 
 
6.18 (1.64) 
 
6.48 (1.76) 
 
6.57 (1.73) 
 
6.60 (1.61) 
TAU 36 5.47 (1.25) 5.36 (1.24) 5.66 (1.62) 5.61 (1.49) 5.63 (1.58) 
 
 
FSD 
TAU+ICBT 
 
33 
 
13.09 (1.97) 
 
14.06 (2.01) 
 
14.69 (2.20) 
 
14.63 (2.26) 
 
14.66 (2.35) 
TAU 36 13.11 (3.09) 13.25 (2.97) 13.27(3.09) 13.27 (2.94) 13.36 (3.06) 
 
FS 
TAU+ICBT 
 
33 
 
14.36 (3.48) 
 
15.78 (3.57) 
 
16.81 (3.68) 
 
17.21 (3.81) 
 
17.24 (3.84) 
TAU 36 14.58 (5.15) 14.25 (5.48) 14.25 (5.33) 14.63 (5.38) 14.66 (5.33) 
 
 
CC 
TAU+ICBT 
 
33 
 
13.33 (3.22) 
 
14.42 (3.12) 
 
15.30 (3.35) 
 
15.42 (3.24) 
 
15.36 (3.30) 
TAU 36 12.75 (2.68) 13.25 (2.70) 13.02 (2.97) 12.88 (3.01) 13.02 (2.99) 
Note : Data are presented as M (SD) unless otherwise indicated. N- Number; BDI-T- Beck Depression Inventory; BSS-T- Beck Scale For Suicide Ideation; 
DASS-T- Depression Anxiety Stress Scale Total; PANSI-N-T- Positive and Negative Suicide Ideation –Negative Total; BHS-T- Beck Hopelessness Scale Total ; 
RFL-T- Reasons For Living Inventory Total; SWLS-T-Satisfaction With Life Scale Total; PSR-T- Provision Of Social Relations Total; RSE- T-Rosenberg Self 
Esteem Scale Total; TAHS- T-The Adult Trait Hope Scale Total. PSR-FR-Provision of social Relations-Friend Subscale; PSR-FM-Provision of Social Relations-
Family Subscale; DASS-D- Depression Anxiety Stress Scale-Depression Subscale; DASS-A-Depression Anxiety Stress Scale-Stress Subscale; SCB- Suicidal 
and Coping beliefs subscale; RF- Responsibility to family subscale; CC -Child-related concerns subscale; FS- Fear of suicide subscale; FSD- Fear of social 
disapproval subscale; MO-Moral objections subscale. 
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Figure 8.6: Mean scores on the DASS-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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        Table 8.4: Percentage of patients demonstrating clinically significant and reliable change 
 
Measures Non 
significant 
change % (n) 
Reliable significant 
change % (n) 
Clinically significant 
change % (n) 
Measures of depressive 
symptoms 
Beck Depression 
Inventory-T 
TAU + ICBT 
TAU 
 
 
 
 
 
 
9.0 (3) 
36 (100%) 
 
 
 
 
 
 
42.4 (14) 
Nil 
 
 
 
 
 
 
48.5 (16) 
Nil 
Depression Anxiety Stress 
Scale- Depression (DASS-
D) 
TAU + ICBT 
TAU 
 
 
18.2 (6) 
69.5 (25) 
 
 
 
39.4 (13) 
13.9 (5) 
 
 
 
42.2 (14) 
16.7 (6) 
    
Measures of suicide 
ideation symptoms 
 
   
Beck Scale For Suicide 
Ideation-T 
TAU+ICBT 
TAU 
 
 
 
15.1 (5) 
91.6 (33) 
 
 
39.4 (13) 
2.8 (1) 
 
 
45.4 (15) 
5.5 (2) 
Positive and Negative 
Suicide Ideation Scale-T  
TAU+ICBT 
TAU 
 
 
 
9.0 (3) 
91.6 (33) 
 
 
45.4 (15) 
2.8 (1) 
 
 
45.4 (15) 
5.5 (2) 
Measures of risk factors 
for suicidal behavior 
 
   
Depression, Anxiety and 
Stress Scale-T 
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TAU+ICBT 
TAU 
 
18.1 (6) 
91.6 (33) 
36.4 (12) 
2.8 (1) 
45.5 (15) 
5.5 (2) 
Beck Hopelessness Scale-T 
 
TAU+ICBT 
TAU 
 
 
18.2 (6) 
63.8 (23) 
 
 
39.4 (13) 
16.6 (6) 
 
 
42.2 (14) 
19.4 (7) 
Depression, Anxiety and 
Stress Scale-A 
TAU+ICBT 
TAU 
 
 
 
21.2 (7) 
88.9 (32) 
 
 
36.3 (12) 
5.5 (2) 
 
 
42.4 (14) 
5.5 (2) 
Depression, Anxiety and 
Stress Scale-S 
TAU+ICBT 
TAU 
 
 
 
18.1 (6) 
91.6 (33) 
 
 
36.4 (12) 
2.8 (1) 
 
 
45.5 (15) 
5.5 (2) 
    
Measures of protective 
factors for suicidal 
behavior 
 
   
Reasons For Living 
Inventory-T 
TAU+ICBT 
TAU 
 
 
 
12.1 (4) 
19.4 (7) 
 
 
39.4 (13) 
36.1(13) 
 
 
48.5 (16) 
44.4(16) 
Satisfaction With Life 
Scale-T 
TAU+ICBT 
TAU 
 
 
 
18.1 (6) 
91.6 (33) 
 
 
36.4 (12) 
2.8 (1) 
 
 
45.5 (15) 
5.5 (2) 
Provision Of Social 
Relations-T 
TAU+ICBT 
TAU 
 
 
 
9.0 (3) 
36 (100%) 
 
 
42.4 (14) 
Nil 
 
 
48.5 (16) 
Nil 
Rosenberg Self-Esteem 
Scale-T 
TAU+ICBT 
TAU 
 
 
15.1 (5) 
88.8 (32) 
 
 
36.5 (12) 
5.6 (2) 
 
 
48.5 (16) 
5.6 (2) 
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The Adult Trait Hope 
Scale-T 
TAU+ICBT 
TAU 
 
 
 
 
 
9.0 (3) 
19.4 (7) 
 
 
 
 
42.4 (14) 
38.9 (14) 
 
 
 
 
48.5 (16) 
41.6 (15) 
Suicide Coping Believe 
TAU+ICBT 
TAU 
 
 
9.0 (3) 
36 (100%) 
 
42.4 (14) 
Nil 
 
48.5 (16) 
Nil 
Moral Objections (MO) 
TAU+ICBT 
TAU 
 
 
18.1 (6) 
91.6 (33) 
 
36.4 (12) 
2.8 (1) 
 
45.5 (15) 
5.5 (2) 
Responsibility towards 
Family (RF) 
TAU+ICBT 
TAU 
 
 
 
12.1 (4) 
19.4 (7) 
 
 
39.4 (13) 
36.1(13) 
 
 
48.5 (16) 
44.4(16) 
Fear of social disapproval 
(FSD) 
TAU+ICBT 
TAU 
 
 
21.2 (7) 
91.6 (33) 
 
 
33.3 (11) 
2.8 (1) 
 
 
45.5 (15) 
5.5 (2) 
Fear of Suicide (FS) 
TAU+ICBT 
TAU 
 
18.1 (6) 
91.6 (33) 
 
39.4 (13) 
2.8 (1) 
 
45.5 (15) 
5.5 (2) 
Child related concern (CC) 
TAU+ICBT 
TAU 
 
 
12.1 (4) 
22.2 (8) 
 
39.4 (13) 
36.1(13) 
 
48.5 (16) 
41.6(15) 
Provision Of Social 
Relations- Friend 
TAU+ICBT 
TAU 
 
 
 
21.2 (7) 
88.9 (32) 
 
 
36.3 (12) 
5.5 (2) 
 
 
42.4 (14) 
5.5 (2) 
Provision Of Social 
Relations – Family 
TAU+ICBT 
TAU 
 
 
 
12.1 (4) 
19.4 (7) 
 
 
39.4 (13) 
36.1(13) 
 
 
48.5 (16) 
44.4(16) 
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Beck Hopelessness Scale-Total (BHS-T) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=9.66, 
p<0.01), time (F (df, 4,67=26.89, p<0.001) and treatment x time interaction (F( df, 4,64=31.30, 
p<0.001) for BHS-T mean scores. The mean scores and standard deviations for the dependent 
variables across the pre to 6 months follow-up points are presented in Table 8.3.   
        
         The BHS-T showed a significant decrease in BHS-T means scores from pre to mid treatment and 
mid to post treatment. However, the differences between mean scores from post treatment to 3 
months follow-up and between scores from 3 months follow-up to 6 months follow-up were not 
significant.  Meanwhile, for the TAU group, the mean scores showed significant drop from pre to 
mid treatment and subsequently the mean scores showed non significant increase from mid to 
post treatment and stabilized for the rest of assessment points. (see Figure 8.7). 
 
Thus, the BHS-T score had dropped significantly from pre-treatment (baseline) to post treatment, 
but remained stable from post treatment to the follow-up assessment time points. Meanwhile the 
scores in TAU dropped significantly from pre to mid treatment only and showed non- significant 
increase for the following assessment point and remained stable for the rest of the assessment 
points. 
 
 Table 8.4 shows that a total of 13 (39.4%) patients showed reliable significant change and 14 
(42.2%) patients showed clinically significant change in the TAU + ICBT group. In the TAU 
group, there were 6 (16.6%) patients who showed reliable significant change and 7 (19.4%) 
patients showing clinical significant change. 
 
The effect sizes of treatment on BHS was large (0.86) on the TAU+ICBT group as compared to 
0.04 in the TAU group, which is small effect size (see Table 8.5) 
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In conclusion, patients in TAU + ICBT group showed significant improvement in terms of 
reduction in hopelessness from pre to post treatment but remained stable at follow- up points. 
However, patients in TAU group only showed significant improvement in the symptoms of 
hopelessness from pre to mid assessment points. 
 
Figure 8.7: Mean scores on the BHS-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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Table 8.5 : Effect sizes (Cohen’s d) for the TAU and TAU+ICBT groups for each of the 
dependent variable for mood disordered with suicide ideation 
 
Measure Group D 
Measures of depressive symptoms   
Beck Depression Inventory –(BDI-T) TAU+ICBT 
TAU 
1.47 
0.02 
Depression Anxiety Stress Scale –Depression 
(DASS-D) 
TAU+ICBT 
TAU 
0.69 
0.01 
   
Measures of suicide ideation symptoms   
Beck Scale for Suicide Ideation –(BSS-T) TAU+ICBT 
TAU 
1.00 
0.05 
Positive and Negative Suicide Ideation Inventory- 
(PANSI-T) 
TAU+ICBT 
TAU 
1.0 
Nil 
   
Measures of risk factors for suicidal behaviour   
Depression Anxiety Stress Scale –(DASS-T) TAU+ICBT 
TAU 
0.74 
0.11 
Beck Hopelessness Scale-(BHS-T) TAU+ICBT 
TAU 
0.86 
0.04 
Depression Anxiety Stress Scale – Anxiety (DASS – 
A) 
TAU+ICBT 
TAU 
0.70 
0.05 
Depression Anxiety Stress Scale – Stress (DASS –S) TAU+ICBT 
TAU 
0.72 
0.03 
   
Measures of protective factors for suicidal 
behaviour 
  
 
Reasons For Living Inventory- (RFL-T) 
TAU+ICBT 
TAU 
0.58 
0.52 
 
 
Rosenberg Self Esteem Scale –(RSE-T) 
TAU+ICBT 
TAU 
1.70 
0.07 
 
 
Provision Of Social Relations –(PSR-T) 
 
TAU+ICBT 
TAU 
 
0.84 
0.04 
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Adult Hope Trait Scale-(AHTS-T) TAU+ICBT 
TAU 
1.30 
0.97 
 
Satisfaction With Life Scale (SWLS-T) TAU+ICBT 
TAU 
0.94 
0.03 
 
Provision Of Social Relations-Friend (PSR-FR) 
 
TAU+ICBT 
TAU 
 
0.58 
0.02 
 
Provision Of Social Relations-Family (PSR-FM) TAU+ICBT 
TAU 
0.82 
0.97 
 
Suicide Coping Believe (SCB) 
 
TAU+ICBT 
TAU 
0.44 
0.05 
 
Moral Objections (MO) TAU+ICBT 
TAU 
0.66 
0.05 
 
Responsibility towards Family (RF) TAU+ICBT 
TAU 
0.76 
0.15 
 
Fear of social disapproval (FSD) TAU+ICBT 
TAU 
0.81 
0.05 
 
Fear of Suicide (FS) TAU+ICBT 
TAU 
0.70 
0.06 
 
Child related concern (CC) TAU+ICBT 
TAU 
0.61 
0.10 
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Depression Anxiety Stress Scale-Anxiety (DASS-A) 
 
Table 8.3 presents the mean scores and standard deviations for the dependent variables across the 
pre to 6 months follow-up points. The results of the repeated measures ANOVAs showed a 
significant main effect (F (1, 67=1.80, p<0.001), time (F (df, 4,67=17.52, p<0.001) and treatment 
x time interaction (F( df, 4,64=14.63, p<0.001) for DASS-A scores.  
 
The post hoc ANOVA test yielded significant decrease in DASS-A score from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
treatment to 3 months follow-up and between scores from 3 months follow-up to 6 months 
follow-up were not significant.  Meanwhile, for the TAU group, the score differences from pre 
treatment to rest of the treatment points were not significant (see Figure 8.8). 
 
Thus, the DASS-A scores had dropped significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. 
Meanwhile, in the TAU group, the score remained stable throughout the rest 3 follow-up 
assessment time points.  
 
Table 8.4 presents the number and percentage of patients who achieved change on both reliable 
and clinically significant change at the end of the treatment. Twelve patients (36.3%) showed 
reliable significant change and fourteen patients (42.4%) showed clinically significant change in 
TAU + CBT as compared to two patients (5.5%) showing reliable significant change and another 
two patients (5.5%) showing clinically significant change in the TAU group. 
 
In term of effect sizes, the TAU+ICBT showed medium effect size (0.70) as compared to small 
effect (0.50) size in the TAU group (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement 
in terms of reduction in anxiety symptoms from pre to post treatment but remained stable at 
follow- up points. However, patients in TAU group did not show any improvement in the 
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reduction of the anxiety symptoms with the scores remaining stable throughout the assessment 
point.  
Figure 8.8: Mean scores on the DASS-A on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
         
 
 
 
        Depression Anxiety Stress Scale-Stress (DASS-S) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=0.73, 
p<0.001), time (F (df, 4,67=21.80, p<0.001) and treatment x time interaction (F( df, 4,64=13.89, 
p<0.001) for DASS-S scores.  
 
 A significant decrease was noted in DASS-S mean scores from pre to mid treatment and mid to 
post treatment. However, the differences between mean scores from post treatment to 3 months 
follow-ups and between mean scores from 3 months follow-ups to 6 months follow-ups were not 
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significant.  However, for the TAU group, the mean score differences showed non-significant 
fluctuation from pre treatment to rest of the treatment point (see Figure 8.9). 
 
Thus, the DASS-S scores had dropped significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. 
Meanwhile in the TAU group, the scores showed non-significant fluctuation throughout the 
assessment points.  
 
Table 8.4 presents the number and percentage of patients who achieved change on both reliable 
and clinically significant change at the end of the treatment. Twelve patients (36.4%) showed 
reliable significant change and 15 (45.5%) patients showed clinically significant change in TAU 
+ CBT group. However, in the TAU group, only one (2.8%) patient showed reliable significant 
change and two patients (5.5%) showed clinically significant change. 
 
The TAU+ICBT group showed medium effect size (0.72) as compared to small effect  (0.03) 
size in the TAU group (see Table 8.5) 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement 
in terms of reduction in stress symptoms from pre to post treatment but remained stable at 
follow- up points. However, patients in TAU group did not show any improvement in reduction 
of stress symptoms. 
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Figure 8.9: Mean scores on the DASS-Stress on pre, mid (week 4), post treatments (week 
8), three months (week 20) and six months follow ups (week 32) 
         
 
 
 
        
         It can be concluded that patients in TAU + ICBT group showed significant decrease in the 
measures of risk factors for suicidal behavior from pre to post treatment but remained stable at 
follow-up points.  However, patients in the TAU group only showed improvement in 
hopelessness from pre to mid treatment and did not show any improvement on other risk 
measures. 
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8.4.4 Measures of protective factors for suicidal behavior 
Effect of treatment and maintenance at follow-ups.  The means and standard deviations of 
scores of protective factors for suicidal behavior are presented in Table 8.3. The results of the 
repeated measures MANOVAs for the measures for protective factors for suicidal behavior 
revealed that there was a significant effect of participants’ status on the combined measure of 
protective factors (1, 67)= 12.45, p <0.001; Wilks’ Lambda, significant main effect for time F(1, 
67)= 1730.92, p<.001; Wilks’ Lambda  and significant treatment interaction x time (F(4, 64)= 
138.39, p<.001; Wilks’ Lambda.  
 
In order to look at significance above, the post hoc ANOVAs results for the each dependent 
measure would be presented separately in the following section.  
 
Reasons For Living Inventory-Total (RFL-T) 
Mean scores and standard deviations for the dependent variables from  pre to 6 months follow-
ups points are presented in Table 3.  The results of the repeated measures ANOVAs revealed a 
significant main effect (F (1, 67=4.38, p<0.01), time (F (df, 4,67=10.09, p<0.001) and treatment 
x time interaction (F (df, 4,64=16.08, p<0.001) for the RFL-T mean scores.  
 
The post hoc ANOVA tests yielded significant increase in RFL-T mean score from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
treatment to 3 months follow-up and between mean scores from 3 months follow-ups to 6 
months follow-ups were not significant. Meanwhile, for the TAU group, the same pattern as 
above was noted whereby the RFL-T mean scores increased significantly from pre to mid 
treatment and mid to post treatment. However, the differences between scores from post 
treatment to 3 months follow-up and between scores from 3 months follow-ups to 6 months 
follow-ups were not significant. (see Figure 8.10). 
Thus, the RFL-T mean scores in TAU + ICBT and TAU group had increased significantly from 
pre-treatment (baseline) to post treatment, but remained stable from post treatment to the follow-
up assessment time points.  
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The table 4 presents the number and percentage of patients who achieved change on reliable and 
clinically significant change at the end of the treatment. Thirteen patients in both groups, 
TAU+ICBT (39.4%) and TAU (36.1%) group showed reliable significant change and 15 patients 
in both groups, the TAU+ICBT (45.5%) and TAU (41.7%) showed clinically significant change.  
In term of effect sizes, both TAU+ICBT group (0.58) and TAU group (0.52) had medium effect 
sizes for the treatment (see Table 8.5). 
 
In short, it can be concluded that patients in TAU + CBT and TAU group showed significant 
improvement in reasons for living from pre to post treatment but remained stable at follow up 
points.  
Figure 8.10: Mean scores on the RFL-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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Satisfaction With Life Scale-Total (SWL-T) 
 
Mean scores and standard deviations for the dependent variables across the pre to 6 months 
follow-up points are presented in Table 8.3. The results of the repeated measures ANOVAs 
revealed a significant main effect (F (1, 67=6.07 p<0.01), time (F (df, 4,67=198.11, p<0.001) and 
treatment x time interaction  (F( df, 4,64=224.87, p<0.001) for SWLS-T mean scores.  
 
Significant increases in the SWLS-T mean score for TAU +ICBT group was noted through post 
hoc test from pre to mid treatment and mid to post treatment. However, the differences between 
mean scores from post treatment to 3 months follow-up and between mean scores from 3 months 
follow-up to 6 months follow-up were not significant. Meanwhile, for the TAU group, the mean 
score differences were not significant from pre treatment to six months follow-up (see Figure 
8.11). 
 
Table 4 shows that a total of 12 patients (36.4%) showed reliable significant change and 15 
(45.5%) patients showed clinical significant change in TAU + ICBT. In the TAU group, there 
was only one (2.8%) patient who showed reliable significant change and 2 (5.5%) patients 
showed clinically significant change. 
 
In terms of effect sizes, the TAU+ICBT group showed large effect size (0.94) as compared to 
trivial (0.03) effect size in the TAU group (see Table 8.5). 
 
Thus, the SWLS-T mean scores had increased significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points.  
 
Meanwhile, the TAU group remained stable from pre treatment to rest of the follow-ups. 
It can be concluded that patients in TAU + CBT group showed significant improvement in 
satisfaction with life from pre to post treatment but remained stable at follow up points. 
However, patients in TAU group did not show any improvement in satisfaction with life at any 
points of the treatment. 
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Figure 8.11: Mean scores on the SWLS-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
 
 
 
 
 
Provision Of Total Relations-Total (PSR-T) 
 
 A significant main effect (F (1, 67=4.14 p<0.001), time (F (df, 4,67=11.82, p<0.001) and 
treatment x time interaction (F( df, 4,64=71.61, p<0.001) for PSR-T mean scores was revealed 
through the results of the repeated measures ANOVAs. 
 
The post hoc ANOVA tests yielded significant increase in PSR-T mean scores from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
treatment to 3 months follow-up and between scores from 3 months follow-ups to 6 months 
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follow-ups were not significant. Meanwhile, in the TAU group, the scores remained stable 
throughout the treatment (see Figure 8.12). 
 
Thus, the PSR-T score had increased significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. 
Meanwhile the TAU group did not show any significant different in the mean scores throughout 
the treatment.  
 
Figure 8.12: Mean scores on the PSR-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
 
 
 
 
 
 
 
 
 
 
 
       
         
         A total of fourteen (42.4%) patients showed reliable significant change and 16 (48.5%) patients 
showed clinically significant change in TAU + CBT as compared to none in the TAU group (see 
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Table 8.4). 
 
The TAU+ICBT group showed large effect size (0.84) as compared to small effect size (0.05) in the 
TAU group (see Table 8.5). 
 
As a conclusion, patients in TAU + CBT group showed significant improvement in social support 
from pre to post treatment but remained stable at follow up points. However, patients in TAU group 
did not show any improvement in social support. 
 
Rosenberg Self-Esteem Scale Total (RSE-T) 
Mean scores and standard deviations for the dependent variables across the pre to 6 months follow up 
points are presented in Table 8.3. The results of the repeated measures ANOVAs revealed a 
significant main effect (F (1, 67=21.75 p<0.01), time (F (df, 4,67=38.99, p<0.001) and treatment x 
time interaction (F(df, 4,64=52.42, p<0.001) for RSE-T mean scores.  
 
The post hoc ANOVA tests yielded significant increase in RSE-T mean scores from pre to mid 
treatment and mid to post treatment. However, the differences between mean scores from post 
treatment to 3 months follow-up and between mean scores from 3 months follow-up to 6 months 
follow-up were not significant. Meanwhile, in TAU group the scores remained stable from pre-
treatment to the rest 3 follow-up assessment time points (see Figure 8.13). 
 
Thus, the RSE-T score had increased significantly from pre-treatment (baseline) to post treatment, 
but remained stable from post treatment to the follow-up assessment time points. Meanwhile, the 
scores in TAU group remained stable throughout the treatment. 
 
Table 4 presents the number and percentage of patients who achieved change on both reliable and 
clinically significant change at the end of the treatment. A total of 36.5% (12) of the patients in 
TAU+ICBT group showed reliable significant change and 48.5% (16) of the patients showed 
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clinically significant change. Meanwhile, 6% (2) patients in TAU group showed reliable significant 
change and clinically significant change respectively. 
 
The effect size of the TAU+ICBT group was large (1.70) as compared to trivial (0.07) in the TAU 
group (see Table 8.5). 
 
In short, it can be concluded that patients in TAU + CBT group showed significant improvement in 
the level of self esteem from pre to post treatment but remained stable at follow up points. However, 
patients in TAU group did not show any improvement in self-esteem while they were in the 
treatment. 
 
 
Figure 8.13: Mean scores on the RSE-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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         The Adult Trait Hope Scale-Total (AHTS-T) 
The table 8.3 presents the mean scores and standard deviations for the dependent variables across 
the pre to 6 months follow-ups points. Meanwhile, results of the repeated measures ANOVAs 
revealed a significant main effect (F (1, 67=16.61 p<0.001), time (F (df, 4,67=70.94, p<0.001) 
and treatment x time interaction (F( df, 4,64=147.66, p<0.001) for AHTS-T mean scores.  
The post hoc tests yielded significant increase in ATHS-T mean scores on both groups from pre 
to mid treatment and mid to post treatment. However, the differences between the mean scores 
from post treatment to 3 months follow-up and between mean scores from 3 months follow-up to 
6 months follow-up were not significant (see Figure 8.14). 
 
Thus, the ATHS-T score had increased significantly from pre-treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points for 
the TAU+ICBT group and TAU group. 
 
 The number and percentage of patients who achieved reliable significant change and clinically 
significant change at the end of the treatment are presented in table 8.4. Fourteen patients 
showed reliable significant change on the both groups, the TAU+ICBT (42.2%) and TAU group 
(38.9%) meanwhile sixteen (48.5%) and fifteen (41.6%) patients showed clinically significant 
change in TAU + ICBT and TAU group respectively. 
 
Both the TAU+ICBT group  (1.30) and TAU (0.97) group showed large effect sizes in the 
treatment (see Table 8.5). 
  
It can be concluded that patients in TAU + CBT and TAU group showed significant 
improvement in hopefulness from pre to post treatment but remained stable at follow up points.  
  
 
 
 
 
 
 
 
 222 
Figure 8.14: Mean scores on the AHTS-T on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
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         Suicide Coping Believe (SCB) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=1.83, 
p<0.001), time (F (df, 4,67=64.00, p<0.001) and treatment x time interaction (F( df, 4,64=64.00, 
p<0.001) for SCB mean scores. Mean scores and standard deviations for the dependent variables across 
the pre to 6 months follow-up points are presented in Table 8.3.   
 
The post hoc ANOVA tests yielded significant increase in SCB mean scores from pre to mid treatment 
and mid to post treatment. However, the differences between the mean scores from post treatment to 3 
months follow-up and between mean scores from 3 months follow-up to 6 months follow-up were not 
significant. Meanwhile, in TAU group the mean scores remained stable from pre-treatment to the rest 3 
follow-up assessment time points (see Figure 8.15). 
 
Thus, the SCB mean score had increased significantly from pre-treatment (baseline) to post treatment 
and from post treatment to the 6 months follow-up assessment time points. Meanwhile, the TAU group 
remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
Reliable and clinical significant change- Table 8.4 presents the number and percentage of patients who 
achieved change on both reliable and clinically significant change at the end of the treatment. Fourteen 
patients (42.4%) showed reliable significant change and sixteen (48.5%) patients showed clinically 
significant change in TAU + ICBT group as compared to none in the TAU group. 
 
In terms of effect sizes, the TAU+ICBT group showed small effect size (0.44) and the TAU group 
showed trivial (0.05) effect size (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement in 
suicide coping belief from pre to post treatment but remained stable from post to the rest of the follow-
up assessment points. However, patients in TAU group did not show any improvement in the suicide 
coping belief throughout the 4 treatment follow-up points.  
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Figure 8.15: Mean scores on the SCB on pre, mid (week 4), post treatments (week 8), three 
months (week 20) and six months follow ups (week 32) 
         
 
 
        
          
 
Moral objection (MO) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=0.65, 
p<0.001), time (F (df, 4,67=23.59, p<0.001) and treatment x time interaction (F( df, 4,64=14.74, 
p<0.001) for MO mean scores.  
 
The post hoc ANOVA test yielded significant increase in MO means scores from pre to mid treatment 
and mid to post treatment. However, the differences between mean scores from post treatment to 3 
months follow-up and between mean scores from 3 months follow-up to 6 months follow-up were not 
significant. The TAU group mean scores did not show any significant different at any point of 
assessment from pre treatment to the rest of 3 follow-up assessment time points (see Figure 8.16). 
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The MO score had increased significantly from pre-treatment (baseline) to post treatment, but remained 
stable from post treatment to the follow-up assessment time points. Meanwhile, the TAU group 
remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
Table 8.4 presents the number and percentage of patients who achieved change on both reliable and 
clinically significant change at the end of the treatment. In the TAU+ICBT group, 36.4% (12) of the 
patient showed reliable significant change and 45.5% (15) showed clinically significant change as 
compared to TAU group whereby only 2.8% (1) showed reliable significant change and 5.5% (2) 
showed clinically significant change. 
 
The TAU+ICBT group showed medium effect size (0.66) as compared to trivial (0.05) effect size in 
the TAU group (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement in 
moral objection towards suicide from pre to post treatment but remained stable at follow up points. 
However, patients in TAU group did not show any improvement in moral objection throughout the 
assessment points in treatment. 
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Figure 8.16: Mean scores on the MO on pre, mid (week 4), post treatments (week 8), three 
months (week 20) and six months follow ups (week 32) 
         
 
 
 
         
Responsibility Towards Family (RF) 
 
Significant main effect (F (1, 67=3.42, p<0.001), time (F (df, 4,67=28.10, p<0.001) and treatment 
interaction x time (F (df, 4,64=16.92, p<0.001) was noted for the RF mean scores. The mean scores and 
standard deviations for the dependent variables across the pre to 6 months follow-up points are 
presented in Table 8.3.   
 
A significant increase in RF mean scores was noted from pre to mid treatment and mid to post 
treatment. However, the differences between mean scores from post treatment to 3 months follow-up 
and between scores from 3 months follow-up to 6 months follow-up were not significant. Meanwhile, 
the TAU group showed significant increase in the mean scores only from mid treatment to post 
treatment and the rest 3 follow-up assessment time points were not significant. (see Figure 8.17). 
 
 
 
 
 
 227 
 
Thus, the RF scores had increased significantly from pre-treatment (baseline) to post treatment, but 
remained stable from post treatment to the follow-up assessment time points. Meanwhile, the TAU 
group showed the significant increase from mid-post treatment only.  
 
Reliable and clinical significant change- Table 8.4 presents the number and percentage of patients who 
achieved change on reliable and clinically significant change at the end of the treatment. Thirteen 
patients on both groups, the TAU+ICBT (39.4%) and TAU (36.1%) showed reliable significant 
change. Meanwhile, 13 (48.5%) patients in TAU+ICBT and 16 patients (44.4%) in TAU group 
demonstrated clinically significant change. 
 
In terms of effect sizes, the TAU+ICBT group showed medium (0.76) effect size as compared to trivial 
effect size (0.15) in TAU group (see Table 8.5). 
 
 It can be concluded that patient in TAU + CBT group showed significant improvement in 
responsibility towards family from pre to post treatment but remained stable at follow up points. 
However, patients in TAU group only showed significant improvement in responsibility towards 
family from mid-post treatment and the scores remained stable throughout the other assessment point.  
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Figure 8.17: Mean scores on the RF on pre, mid (week 4), post treatments (week 8), three months 
(week 20) and six months follow ups (week 32) 
 
 
 
 
        
         
         
         Fear Of Social Disapproval (FSD) 
 
The results of the repeated measures ANOVAs revealed significant main effect (F (1, 67=2.39, 
p<0.001), time (F (df, 4,67=35.73, p<0.001) and treatment interaction x time (F( df, 4,64=21.95, 
p<0.001) for FSD  mean scores. Mean scores and standard deviations for the dependent variables 
across the pre to 6 months follow-up points are presented in Table 8.3.   
 
The post hoc ANOVA tests yielded significant increase in FSD mean score from pre to mid treatment 
and mid to post treatment. The differences between mean scores from post treatment to 3 months 
follow-up and between mean scores from 3 months follow-up to 6 months follow-up were not 
significant.  The mean scores in TAU group did not show any significant different at any point of 
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assessment from pre treatment to the rest of the 3 follow-up assessment time points (see figure 
8.18).(note: higher scores on FSD indicate higher level of fear of social disapproval  and more 
protected an individual towards suicidal behaviors. ). 
 
The FSD mean scores had increased significantly from pre-treatment (baseline) to post treatment, but 
remained stable from post treatment to the follow-up assessment time points. Meanwhile, the TAU 
group remained stable from pre treatment to the rest 3 follow-up assessment time points.  
 
A total of eleven patients (33.3%) showed reliable significant change and fifteen (45.5%) patients 
showed clinically significant change in the TAU+ICBT group as compared to one  (2.8%) patient 
showing reliable significant change and two patients (5.5%) with clinically significant change in the 
TAU group.  
 
The TAU +ICBT group showed medium effect size (0.76) for the treatment as compared to trivial 
(0.15) effect size in the TAU group (see Table 8.5). 
 
In conclusion, patients in TAU + ICBT group showed significant improvement in fear of social 
disapproval from pre to post treatment but remained stable at follow-up points. However, patients in 
TAU group did not show any improvement in fear of social disapproval throughout the assessment 
points. 
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Figure 8.18: Mean scores on the FSD on pre, mid (week 4), post treatments (week 8), three 
months (week 20) and six months follow ups (week 32) 
         
 
 
 
        
         
         Fear Of Suicide (FS) 
 
The results of the repeated measures ANOVAs revealed a significant main effect (F (1, 67=2.67, 
p<0.01), time (F (df, 4,67=60.42, p<0.001) and treatment interaction x time  (F( df, 4,64=55.92, 
p<0.001) for FS  mean scores. Mean scores and standard deviations for the dependent variables across 
the pre to 6 months follow-up points are presented in Table 8.3.   
 
The post hoc ANOVA test yielded significant increase in FS mean scores from pre to mid treatment, 
mid to post treatment and from post to three months follow-up. However, the differences between 
scores from 3 months follow-up to 6 months follow-up were not significant. Meanwhile, the mean 
scores differences were not significant at points of the treatment for the TAU group (see figure 8.19).( 
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note: higher scores on FS indicate higher level of fear of suicide  and more protected an individual 
towards suicidal behaviors). 
 
Thus, the FS score improved significantly from pre-treatment (baseline) to 3 months follow-up 
treatment but remained stable from 3 months follow-up to 6 months follow-up. Meanwhile, the scores 
in TAU group remained stable from pre treatment to the rest of the 3 follow-up assessment time points.  
 
 Table 8.4 presents the number and percentage of patients who achieved change on both reliable and 
clinically significant change at the end of the treatment. A total of 39.4% (13) of patients in 
TAU+ICBT showed reliable significant change with 45.5% (15) on clinically significant change in 
TAU + CBT group. Meanwhile, in the TAU group, 2.8% (1) and 5.5% (2) patients showed reliable 
significant change and clinical significant change respectively. 
 
In term of effect sizes, the TAU+ICBT group showed medium effect size (0.70) and the TAU group 
showed trivial effect size (0.06) in the treatment (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement in fear 
of suicide from pre to 3 months follow-up but remained stable at 6 months follow-up points. The 
patients in TAU group did not show any improvement in fear of suicide and the scores remained stable 
throughout the assessment point.  
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Figure 8.19: Mean scores on the FS on pre, mid (week 4), post treatments (week 8), three months 
(week 20) and six months follow ups (week 32) 
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Child Related Concern (CC) 
 
Mean scores and standard deviations for the dependent variables across the pre to 6 months 
follow-ups points are presented in Table 3. The results of the repeated measures ANOVAs 
revealed a significant main effect (F (1, 67=6.32, p<0.01), time (F (df, 4,67=72.33, p<0.001) and 
treatment interaction x time (F( df, 4,64=47.23, p<0.001) for CC  mean scores.  
 
A significant increase was noted in the CC mean scores of TAU+ICBT group from pre to mid 
treatment, mid to post treatment and post to three months follow-up. However, the differences 
between mean scores from 3 months follow-up to 6 months follow-up were not significant. 
Meanwhile, the mean scores in TAU group increased significantly from pre to mid treatment only 
and fluctuated for the rest of the assessment points (see Figure 8.20). 
 
Thus, the CC scores improved significantly from pre-treatment (baseline) to 3 months follow-up 
treatment but remained stable from 3 months follow-up to 6 months follow-up. Meanwhile, the 
TAU group scores improved significantly from pre to mid treatment and the mean scores 
fluctuated for the rest of the assessment points. 
 
Patients who achieved reliable significant change were 13 for both, TAU+ICBT (39.4%) and TAU 
(36.11%) group respectively. Meanwhile, 16 (48.5%) and 15 (41.6%) patients achieved clinically 
significant change on TAU+ICBT and TAU group respectively. 
 
The effect size for the TAU+ICBT group was medium (0.61), meanwhile the TAU group showed 
trivial effect size (0.10) in the treatment (see Table 8.5) 
 
 It can be concluded that patient in TAU + CBT group showed significant improvement in child 
related concerns from pre to 3 months follow-up but remained stable at 6 months follow-up point. 
However, patients in TAU group only showed improvement in child related concerns from pre to 
mid treatment mean scores and the scores fluctuated throughout the remaining assessment points.  
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Figure 8.20: Mean scores on the CC on pre, mid (week 4), post treatments (week 8), three 
months (week 20) and six months follow ups (week 32) 
 
 
 
        
         
 
        Provision of Social Relations-Friend (PSR-FR) 
 
A significant main effect (F (1, 67=3.94, p<0.01), time (F (df, 4,67=36.61, p<0.001) and treatment 
interaction x time (F( df, 4,64=40.04, p<0.001) was found for PSR-FR mean scores. Mean scores 
and standard deviations for the dependent variables across the 4 follow-ups points are presented in 
Table 8.2.   
 
Significant increases in PSR-FR mean scores from pre to mid treatment and mid to post treatment 
was yielded through the post hoc analyses. However, the differences between mean scores from 
post treatment to 3 months follow-up and between mean scores from 3 months follow-up to 6 
months follow-up were not significant.  The mean scores differences were not significant at any 
points of the treatment for the TAU group (see Figure 8.21). 
 
The PSR-FR mean scores had increased significantly from pre treatment (baseline) to post 
treatment, but remained stable from post treatment to the follow-up assessment time points. 
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Meanwhile, the TAU group did not show any significant increase in mean scores at any 
assessment point. 
 
At total 12 (36.3%) patients achieved reliable significant change and 14 (42.4%) patients showed 
clinically significant change in the TAU+ICBT groups. However, only 2 (5.5%) patients showed 
reliable significant change and 2 (5.5%) patients showed clinically significant change in the TAU 
group (see Table 8.4). 
 
 The TAU+ICBT group showed medium effect size (0.58) as compared to trivial effect size (0.02) 
in the TAU group (see Table 8.5). 
 
In short, it can be concluded that patient in TAU + CBT group showed significant improvement in 
social support from friends from pre to post treatment but remained stable at follow up points. 
However, patients in TAU group did not show any improvement in social support from friends 
throughout the assessment points.  
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Figure 8.21: Mean scores on the PSR-FR on pre, mid (week 4), post treatments (week 8), 
three months  (week 20) and six months follow ups (week 32) 
         
         
 
 
 
        
         
         
         Provision of Social Relations-Family (PSR-FM) 
 
The mean score standard deviations for the dependent variables across the pre to 6 months follow-
ups points are presented in Table 8.3.  The results of the repeated measures ANOVAs revealed a 
significant main effect (F (1, 67=1.66, p<0.001), time (F (df, 4,67=34.65, p<0.001) and treatment 
interaction x time (F( df, 4,64=28.06, p<0.001) for PSR-FM mean scores.  
 
The post hoc ANOVA tests yielded significant increase in PSR-FM mean scores for TAU+ICBT 
and TAU group from pre to mid treatment and mid to post treatment. However, the differences 
between mean scores from post treatment to 3 months follow-up and between mean scores from 3 
months follow-up to 6 months follow-up were not significant (see Figure 8.22). 
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Thus, the PSR-FM mean scores had increased significantly for the both group from pre-treatment 
(baseline) to post treatment, but remained stable from post treatment to the follow-up assessment 
time points.  
 
Table 8.4 presents the number and percentage of patients who achieved reliable significant change 
and clinically significant change at the end of the treatment. A total of 39.4% (13) of patients in 
TAU+ ICBT showed reliable significant change with 48.5% (16) clinically significant change. 
Meanwhile, 36.1% (13) of patients in TAU group showed reliable significant change with 44.4% 
(16) clinically significant change. 
 
In terms of effect sizes, both the TAU+ICBT (0.82) and TAU (0.97) group showed large effect 
sizes in the treatment (see Table 8.5). 
 
 It can be concluded that patients in TAU + CBT and TAU group showed significant improvement 
in social support from family from pre to post treatment but remained stable at follow-up points.  
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Figure 8.22: Mean scores on the PSR-FM on pre, mid (week 4), post treatments (week 8), 
three months (week 20) and six months follow ups (week 32) 
 
        
 
 
 
        
         As a conclusion on measures of protective factors on suicidal behavior, the TAU+ICBT group 
showed improvement on all the measures from pre to post treatment and remained stable for the 
rest of the treatment points. In addition, the FS and CC improved from post treatment to 3 months 
follow up and remained stable on the 6 months follow up points. Meanwhile, for the TAU group, 
improvement was only noted on the RFL, AHTS and PSR scales, which improved from pre to mid 
treatment and mid to post treatment and remained stable for the rest of the treatment points. In 
addition, the RF improved from mid treatment to post treatment with CC improving from pre 
treatment to mid treatment and stabilizing for the rest of the treatment points. 
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8.5 DISCUSSION 
 
The findings of this study were found to be supporting the hypotheses of the study. All the 21 
measures in this study showed significant improvement in the scales from pre treatment to post 
treatment in the TAU+ICBT group. The TAU+ICBT group reported significant greater change in 
depressive symptoms, in the expected direction from pre treatment to post treatment, as compared 
to the TAU group.  The change was maintained at both three and six month follow-ups for both 
measures (BDI-T and DASS-D). Meanwhile, for the TAU group, only the DASS-D where there 
was a significant improvement in depressive symptoms from pre to mid treatment.  The PANSI-T 
and DASS-T, the measures of risk factors for suicidal behavior showed significant decrease in 
suicide ideation symptoms in TAU+ICBT group as compared to TAU with minimal improvement. 
On the risk measures for suicidal behavior, all the three measures showed significant improvement 
in the risk factors from pre to post treatment and maintained at both three and six months follow-
ups in the TAU+ICBT. However, the TAU group showed significant improvement only in 
reduction in hopelessness (BHS-T) from the pre to mid treatment. All the 13 measures of 
protective factors (RFL-T, SWLS-T, AHTS-T, RSE-T, PSR-T, SCB, MO, FS, FSD, RF, CC, 
PSR-FM and PSR-FR) for suicidal behavior reported significant greater change in protective 
factors in the TAU+ICBT group as compared to 5 measures (RFL-T, AHTS-T, RF, FS and CC) in 
the TAU group. In addition, the FS and CC in the TAU+ICBT group showed significant 
improvement not only from pre to post treatment but also from post to 3 months follow up. 
Meanwhile for the TAU group, the significant changes were noted from pre to post treatment for 3 
scales (RFL, AHTS and PSR-FM), pre to mid treatment for 1 scale (CC) and mid to post treatment 
for another one scale (RF).  In terms of the effect sizes, 10 scales in the TAU+ICBT group (BD1-
T, BSS-T, PANSI-T, RSE-T, AHTS-T, SWLS-T, PSR-FM, FSD, BHS-T and PSR) showed large 
effect sizes and another 10 scales showed medium effect sizes (DASS-D, DASS-S, DASS-A, 
DASS-T, RFL, PSR-FR, MO, RF, FS and CC) with a single scale showing (SCB) small effect 
size. Meanwhile for TAU group, 18 (DASS-D, BDI-T, BSS-T, PANSI-T, BHS-T, DASS-A, 
DASS-S, DASS-T, SWLS-T, RSE-T, PSR-T, SCB, MO, CC, FSD, FS, RF and PSR-FR scales 
showed trivial effect sizes with one scale showing medium effect size (RFL) and 2 scales 
demonstrating large effects sizes (PSR-FM and AHTS).  
 
The BDI-T and BSS-T, which, were used as the benchmark in this study reported significant 
greater change in the TAU+ICBT group in the depressive and suicide ideation symptoms as 
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compared to TAU group, which showed minimal improvement. Elkin et al., 1989 reported that 
using the Hamilton Rating Scale For Depression (HDRS) and BDI, the depressive symptoms 
reduced significantly in the treatment of depression using ICBT+TAU. Meanwhile, Dimidjian et 
al., 2006 also reported that using the Hamilton Rating Scale For Depression (HDRS) and the BDI, 
the depressive symptoms reduced significantly in the treatment of depression using ICT+TAU. In 
term of group therapy, Embling et al, 2002 used the BDI and Verduyn et al., 2003 used the HDRS 
and BDI in the treatment of depression in the GCBT+TAU and reported that the depressive 
symptoms reduced significantly too.  Mukthar, Oei & Jamil (2011) used the Beck Depression 
Inventory (BDI) as the depressive measure and reported significant improvement in the depressive 
symptoms in her GCBT+TAU for depression. In addition, Dwyer et al, 2013 reported significant 
improvement in the depressive symptom using the Zung Self Rating Depression Scale (Zung-
SDS) in GCBT in the treatment of depression. For the suicide ideation, The Modified Scale For 
Suicidal Ideation (MSSI) and Suicide Probability Scale (SPS) was used by Rudd, Rajab & Orman 
(1996) to measure suicide ideation and a significant improvement in suicide ideation symptoms 
were reported in their ICBT+TAU group.  
 
The significant findings will be discussed separately in the following sections. 
 
Measures of depressive symptoms 
 
The findings of the current study on significant improvement of depressive symptoms in the 
TAU+ICBT, when compared to TAU are consistent with the literature (Elkin et al., 1989; 
Dimidjian et al, 2006 & Wiles et al., 2008). In addition, this study supports the Beck’s cognitive 
model of psychopathology and ICBT, which is associated with a reduction in scores on the BDI 
(De Rubeis & Crits- Christoph, 1998) and GCBT (De Rubeis & Crits- Christoph, 1998; Dobson, 
1989; Kwon & Oei, 2003; Oei & Dingle, 2007 & Mukthar, Oei & Jamal, 2011).  The findings 
above were consistent with Kwon and Oei (2003) & Mukhtar et al, 2011 in GCBT whereby 
reductions in scores were noted in the initial stage and non-significant changes were reported 
between the eight and final session. In addition, in a GCBT, Free, Oei and Sanders (1991) & 
Mukthar et al., 2011, reported that a significant reduction in depressive scores was evident by 
week 8 which was similar to this study.  Meanwhile, the stabilization of scores at the post 
treatment in this study was also reported in group therapy for depression in Malaysia (Mukhtar & 
Oei, and Jamal, 2011).  The significant improvement from pre treatment to post treatment in TAU 
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group for DASS-D was also noted but however stabilized for the rest of the treatment. The effect 
size and the reliable and clinically significant change of the TAU+ICBT group proved the strength 
of the effect in this study. The large effect size for symptoms of depression (1.47) for the 
TAU+ICBT group showed that patients in this group were improving better in the depressive 
symptoms as compared to TAU group. The GCBT for depression in Malaysia reported a large 
effect size for treatment, which is similar to this study (Mukthar, Jamil & Oei, 2011).  In term of 
reliable significant change and clinically significant change, the BDI-T showed 42.4% of reliable 
significant change and 48.5% showed clinically significant change. This is lower than findings of 
Mukthar & Oei, 2011 whereby 100% reliable significant change and 95.55% of clinically 
significant change were reported in the treatment of depression using group cognitive behavior 
therapy.  
 
Measures of suicide ideation symptoms 
The findings of current study on improvement of suicide ideation symptoms using the ICBT, are 
consistent with the study by Rudd, Rajab & Orman (1996), whereby ICBT reduces suicidal 
behavior among patients with suicide ideation. According to Brown et al., 2005, the usage of 
ICBT approach in preventing suicidal behavior can also significantly lower on measure of 
depressed mood and hopelessness. The effect size of BSS-T in this study was large (1.00) with 
39.4% reliable significant change and 45.5% clinically significant change. In terms of the effect 
size for treatment of suicidal behavior using ICBT and GCBT, a meta-analysis study (Tarrier, 
Taylor and Gooding, 2008) showed that the average effect size of 18 studies on adults were 0.78 
which was found to be lower than this study. 
 
Measures of risk and protective factors for suicidal behavior 
All the measures of risk factors showed medium (DASS-S, DASS-A, DASS-T) to large (BHS-T) 
effect sizes in TAU+ICBT group as compared to the trivial effect sizes in all scales (DASS-T, 
DASS-S, DASS-A and BHS-T) in the TAU group. The BHS-T in the TAU group showed 
significant increase from pre to mid treatment and stabilized at the rest of the assessment points. 
The most possible explanation for this change would be due to the longer sessions with 
psychiatrist at the initial stages of the treatments. In term of reliable and clinical significant 
change, all the measures in TAU+ICBT group showed combined reliable and clinically significant 
change above 78% as compared to the TAU group whereby combined reliable and clinically 
significant change were below 36%, with only one scale (BHS-T) touching 36%. Meanwhile as 
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for the protective factors for suicidal behavior, the effect sizes for the ICBT+TAU group ranged 
from small (SCB), medium (RFL, PSR-FR, MO, RF, FS and CC) and large (RSE-T, AHTS-T, 
SWLS-T, PSR-FM, FSD and PSR). Meanwhile for the TAU group the effect sizes ranged from 
trivial (SWLS-T, RSE-T, PSR-T, SCB, MO, CC, FSD, FS, RF and PSR-FR), medium (RFL) and 
2 scales demonstrating large effects sizes (PSR-FM and AHTS). The RFL, AHTS and PSR-FM in 
TAU group showed significant increase from pre to post treatment as the TAU+ICBT group.  
Most of the patients (90%) of them in this study were newly diagnosed and was their first 
encounter with psychiatry services and were brought in by family members.  The support from the 
family, psychiatrist and therapist would be the possible explanation for the improvement of the 
reasons for living (RFL-T), being hopeful (AHTS-T) and support from family member (PSR-FM). 
The RF in the TAU group showed significant increase from mid treatment to post meanwhile the 
CC showed significant increase from pre to mid treatment. It is also worth noting that the scores in 
FS and CC in the TAU+ICBT group increased significantly from post to 3 months follow-up and 
only stabilized from 3 to 6 months follow-ups. The fear of suicide and child related concern 
appears to be greater protective factors for patients as compared to other factors. The possible 
reason for these results could be due to cultural factor whereby suicide is considered as a sin 
among the Malays who are mainly the Muslims. In addition, for the Indian and Malays, one of the 
main responsibilities for parents is to get their children married and parents are responsible for 
their children till the day they get married. Among the Indians, it is believed that if parents were to 
die before finishing their responsibilities to their children, their ‘Atma” or soul will not rest in 
peace. It could possibly explain the reason of child related concern as one of the protective factors.  
In addition the RFL, AHTS and PSR-FM showed significant increase from pre to mid treatment 
and from mid to post treatment and remained stable for the rest of the assessment point. In term of 
reliable and clinical significant change, all the measures in the ICBT+TAU group showed 
combined reliable and clinically significant change above 78% as compared to only 5 scales (RFL, 
AHTS, RF, CC and PSR-FM) measures which showed combined reliable and clinically significant 
change of 78%. 
 
Even though the results clearly showed a greater improvement of patients in TAU+ICBT group in 
terms of symptoms of depression, suicide ideation, risk and protective factors for suicidal behavior 
as compared to patients in TAU group whereby significant improvement was noted on 7 scales 
(BHS-T, DASS-D, RFL, AHTS, RF, CC and PSR-FM) a careful interpretation is required in the 
explanation of the modest improvement in the TAU group. These findings are consistent with 
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studies, which also found that TAU groups did not show significant improvement in depressive 
symptoms as compared to CBT groups (Mukthar, Oei & Jamal, 2011; Shen et al., 2006; Dai et al., 
1999). Based on author’s observation and informal reports from patient in TAU group, few 
reasons were identified for the minimal improvement in this group. Patients in the TAU group did 
not visit their psychiatrist regularly for various reasons such as forgetting their appointments, not 
complying with their medication and can’t afford to come for the appointments. The patients in 
the TAU+ICBT reported that they were unlikely to miss any appointments with their psychiatrist 
because they could change the date of the appointment to the same day as their therapy. All the 
factors above may play a significant role in explaining the minimal improvement of TAU group as 
compared to TAU+ICBT group. It must be noted that the lack of change in the TAU group does 
not imply that pharmacotherapy is not effective in treating mood disorders as well as suicidal 
behavior.  
 
This study provides the evidence of the usage of ICBT in Malaysia, however the cultural issues 
need to be taken into consideration while applying the ICBT in Malaysia. Malaysian, especially 
the Malays is quite reserved in expressing psychological problems (Eng & Oei, 1989). To 
overcome this problem, the therapist needs to be sensitive and aware of these characteristics. The 
Eastern population also has difficulties to associate depression with their thoughts. It is worth 
noting that mood, cognition and behavior are rarely discussed in the connection of depression 
(Mukthar & Oei, 2011). So, the therapist should not expect patients to be too expressive about 
their feelings in the initial sessions. Optimal results of therapy can be obtained by using patients’ 
dialect and clearer explanation on issues. In order to minimize the culture barriers, the manual was 
translated and examples were modified accordingly to suit the culture. 
 
It is worth noting that this is the first study to compare treatment outcomes for a TAU + ICBT for 
mood disorders and suicide ideation and first to have assessed the changes in BDI, BSS, PANSI, 
DASS and other protective and risk measures in Malaysia. This study can be generalized to all 
patients from the urban area in Malaysia. In addition, the present study support the use of ICBT in 
treating patients with mood disorders with suicidal behavior in Malaysia based on Beck’s 
cognitive theory of depression. 
 
In this study, there were several weaknesses in the methodology. Firstly, the individual format of 
therapy was offered to patients, and thus the effect of the group therapy approach for mood 
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disorders with suicide ideation was not assessed.  In addition, the cost effectiveness of the research 
using group therapy needs to be assessed and most likely will be reduced if group therapy was 
conducted.  These techniques will need to be explored in future research. Secondly, there is no 
measure of the contribution of medication compared to ICBT since the data on medication used 
during the treatment were not been collected. It would therefore be useful to investigate the 
control trial comparing ICBT and pharmacotherapy for treatment of mood disorders with suicide 
ideation. The first author of this study conducted the treatment as well as collected data, which 
could have caused biasness. Future studies need to ensure that the therapist is not involved in data 
collection. Another limitation of this study includes lack of information regarding the TAU 
patients. More information should be gathered in the future study in order to look at the 
effectivessness of ICBT+TAU in the treatment process. Finally, the sample size was inadequate to 
test the cultural heterogeneity to look at the cultural differences in Malaysia and this should be 
considered seriously in the future research. 
 
Summary 
In summary, the findings of the current study supported the results of other similar studies 
involving adults in which psychosocial intervention, in particular ICBT, were shown to be 
effective in the treatment of depressive symptoms (Elkin et al., 1989; DeRubeis & Crits-
Christoph, 1998; Warman, Grant, Sullivan, Caroff, & Beck, 2005). This study also supports the 
results of Rudd, Rajab & Orman (1996), whereby ICBT were shown to be effective in treatment of 
depressive symptoms with suicidal ideation. Since this clinical trial was done among three major 
ethnic groups in Malaysia, it has additional contribution to the growing literature examining the 
treatment of depression and also suicidal behavior on Eastern ethnic and cultural groups since 
group cognitive behavior therapy was reported to be effective in the treatment of depression 
among Malay patients in Malaysia (Mukhtar, Oei & Jamil, 2011). In a nutshell, consistent with 
studies using Western populations, this study provided results supporting the application of ICBT 
for the treatment of major depressive disorders or dysthymia in Malaysia and also suicidal 
ideation. Specifically, results from this study confirm that ICBT is an effective intervention for 
treating unipolar mood disorders with suicidal behavior. 
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CHAPTER 9 
 
GENERAL DISCUSSION 
 
9.1 ABSTRACT 
 
 
This chapter ties together all the major significant findings from the previous chapters in the 
general context. The first four empirical chapters on assessments will be discussed and this 
provides the base for discussions of chapter seven on psychopathology of risk and protective 
factors for suicidal behavior among patients with mood disorders. Following that, the findings of 
controlled trial on Individual Cognitive Behavioral Therapy of unipolar mood disorders with 
suicidal ideation in Malaysia will be discussed and put in the general context of literature. The 
discussions will be concluded with several strengths of this thesis, limitations of the studies and 
directions for future research.  
 
 9.2 General discussion of overall studies in this thesis 
 
The main aims of this thesis were to identify the risk and protective factors for suicidal behavior 
among patients with unipolar mood disorders (see Chapter 7) and also to evaluate the 
effectiveness of CT Individual Cognitive Behavior Therapy in treating mood disordered patients 
with suicidal ideation (see Chapter 8). In order to achieve the aims, eight measures; three 
measures of risk factors (DASS, BHS and PANSI) and five measures of protective factors (RFL, 
SWLS, RSE, PSR and AHTS) for suicidal behavior were validated. However, only 4 scales were 
included as chapters in this thesis (PANSI; see Chapter 3), (BHS; see Chapter 4), (SWLS; see 
Chapter 5) and (RFL; see Chapter 6) due to limitations in words allowed in this thesis and the rest 
of the scales were used in all the chapters and will be published soon. The validations were done 
among a sample of psychiatry patients with the diagnoses of mood disorders, anxiety disorders, 
comorbid mood and anxiety disorders and medical patients.  These instruments together with other 
four measures were used to identify the risk and protective factors for suicidal behavior among 
patients with unipolar mood disorders. Following the assessment and identification of risk and 
protective factors, this thesis also investigated the effectiveness of ICBT in the treatment of 
patients with unipolar mood disorders with suicidal ideation (see Chapter 8). 
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9.3 Implications for suicidal behavior assessment in Malaysia 
 
A total of eight measures (PANSI, BHS, SWLS, RFL, DASS, RSE, PSR and AHTS) of risk and 
protective assessments of suicidal behavior were validated and four (PANSI, BHS, SWLS and 
RFL) were included as chapters in this thesis. The findings of the factor structure and 
psychometric properties of PANSI were consistent with the findings of Western literatures 
(Osman, Gutierrez, Kopper, Barrios & Chiros, 1998; Osman et al., 2002; Osman et al., 2003; 
Muehlenkamp, Gutierrez, Osman & Barrios, 2005), which supported the two factor oblique model 
maintaining 14 items from the original scale. In addition, the findings of the factor structure and 
psychometric properties of SWLS were also consistent with the findings of Western literatures 
that supported the unidimensional factor model (Swami & Chamorro-Premuzic, 2009; Anaby et 
al. 2010; Arrindel et al. 1999; Atienza et al. 2003; Oishi, 2006) maintaining all the 5 items in the 
original scale. This both measures can be interpreted as robust enough to be used in Malaysian 
culture.  
 
However, for the BHS, only 7-items out of 20 items were found to be significantly useful as the 
measurement for suicidal behavior in Malaysian context. One of reasons for this could be due to 
the different cultural and religion background of Malaysian population, which has influence the 
way they view hopelessness. The Malays mainly the Muslims believe in “qada and qadar” 
whereby God decides what to be given to mankind and as human being, you will only get what 
you are suppose to get no matter how much you try. Meanwhile, even the Hindus have the similar 
believe that an individual’s future is decided by God the day he / she was born. So there is no 
reason to be upset over anything. These beliefs among Malaysian population would probably 
affected the way they view hopelessness in their life. 
 
Meanwhile, for the RFL, 13 items did not load into any of the factors maintaining 35 items out of 
48 items from the original scale developed in the West. One of the most likely explanations could 
be again the religion and cultural background of the Malays, Chinese and Indians in Malaysia who 
differ widely in their religious affiliation and cultural background. The Malays who are Muslims 
consider committing suicide a serious sin. They believe that if they were to commit suicide, they 
will be placed in hell and talking about committing suicide is uncommon in this culture. The 
participants would have felt uncomfortable answering certain questions on suicidal behavior since 
it is against their religious belief. They are not suppose to question problems given to them in their 
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lives and should leave everything to God. Even though currently suicide rates are highest among 
the Chinese in Malaysia but it appears that they still do not consider being dead as a method of 
survival and not part of their coping beliefs. The Chinese in Malaysia mainly originated from 
Mainland China and believe in working hard in solving problems and facing life. Meanwhile, 
suicidal behavior among the Indians used to be the highest compared to other races and ending 
ones life was the ultimate solution for problems. However, this is not the scenario and findings of 
the study.  
 
There were few implications noted which are worth to be highlighted on the usefulness of these 
measures. Firstly, these measures allow some of the risk and protective factors in suicidal behavior 
to be investigated in a more systematic manner and cheaper to be used in Malaysia since they have 
been validated according to Malaysian norms. Clinical interviews are generally done by clinicians 
in identifying suicidal behavior however the usage of measures above can be a quick way to 
assess, provided it is supplemented with interview to get better information from patients. The 
second implication is in term of evaluation of treatment on suicidal behavior given by mental 
health professionals and also the outcome of the treatment. Finally, since the measures have been 
validated in Malaysian culture, research in this area is more feasible and should be able to be 
conducted in a more systematic manner. 
 
As a conclusion, the usage of exploratory and confirmatory factor analyses in evaluating the 
psychometric properties of the measures above provided evidence of the validation of all the eight 
measures (other four were not included in this thesis), PANSI, BHS, SWLS and RFL in Malaysian 
context and culture. These findings can help clinicians in patients’ treatment and also with the 
future research especially in the area of suicidal behavior. 
 
9.4 Implications of risk and protective factors for suicidal behavior in Malaysia 
 
The findings of the current research revealed that the psychiatry patients had significantly higher 
risk factors (hopelessness, depressive, anxiety, stress symptoms and psychological distress) and 
significantly lower protective factors (reasons for living, self esteem, social support, hopefulness 
and satisfaction with life) for suicidal behavior as compared to medical patients. In addition, the 
results also showed that patients with suicidal ideation had significantly higher risk factors and 
lower protective factors for suicidal behavior as compared to patients without suicidal ideation. 
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And finally there was a significant interaction between the diagnoses and suicidal ideation. There 
were significant differences in all the mean scores of risk factors and protective factors between 
psychiatry patients with suicidal ideation and without suicidal ideation. There were also 
significant difference between psychiatry patients with suicidal ideation and medical patients with 
suicidal ideation in all the mean scores of risk factors and 7 protective factors (RFL, SWLS, 
AHTS, PSR-FR, PSR-FM, SCB, FSD) of suicidal behavior. A significant difference between 
medical patients with suicidal ideation and without suicidal ideation was noted in all the mean 
scores of risk factors and 12 protective factors except for FS. And finally, significant differences 
in all the mean scores of risk factors and 10 protective factors expect for MO, FS and CC were 
noted between psychiatry patients without suicidal ideation and medical patients without suicidal 
ideation.  
 
In term of eta square, the highest eta square was found among psychiatry patients with suicidal 
ideation compared to without suicidal ideation followed by psychiatry patients with suicidal 
ideation compared to medical patients with suicidal ideation. These was followed by medical 
patients with suicidal ideation as compared to medical patients without suicidal ideation and 
finally the lowest eta square was found among psychiatry patients without suicidal ideation as 
compared to medical patients without suicidal ideation. A stronger eta square indicates stronger 
variances in explaining the risk and protective factors of suicidal behavior. In term of suicidal 
attempt, there were significant differences in all the mean scores of risk factors and 11 protective 
factors (except FS and FSD) between psychiatry patients with suicidal attempt and without 
suicidal attempt. There was also significant difference between psychiatry patients and medical 
patients without suicidal attempt in all the mean scores of risk factors and mean of 9 protective 
factors (except MO, FSD, FS and CC). The psychiatry patients with suicidal attempt when 
compared to psychiatry patients without suicidal attempt showed higher eta square in all the risk 
and protective factors as compared to psychiatry and medical patients without suicidal attempt. 
 
Some to the implications of this study were noted. The severity of psychopathology of risk and 
protective factors of suicidal behavior can be identified by the eta square. Higher eta square 
indicates strong variances in explaining the risk and protective factors. Clinicians need to be more 
careful when patients have higher scores on risk factors, which, indicates further investigations. 
Meanwhile, the protective factors should be enhanced in reducing the suicidal behavior among 
patients. Secondly, research in exploring other risk factors such as substance usage should be 
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embarked on since it has been researched widely in the West. Meanwhile, research on protective 
factors for suicidal behavior can be extended to investigation other factors such as marriage and 
employment. In addition, the risk and protective factors for suicidal behavior should also be 
conducted in other psychiatry illnesses such as schizophrenia and anxiety disorders, which, has 
been shown to be high in suicidal behavior in the Western literature. 
 
The overall findings of this thesis are consistent with previous studies in the West suggesting that 
patients with suicidal behavior showed significantly higher risk factors (Briton et al., 2008; Beck, 
Steer, Beck & Newman, 1993; Uncapher, Thompson, Osgood and Bongar, 1997; Sareen et al., 
2005) and lower protective factors for suicidal behavior. 
 
9.5 Implications of Individual Cognitive Behavior Therapy for unipolar mood disorders with 
suicidal ideation in Malaysia 
 
The findings of the Western literature showed that ICBT was effective in the treatment of 
depressive symptoms (Elkin et al., 1989; DeRubeis & Crits-Christoph, 1998; Warman, Grant, 
Sullivan, Caroff, & Beck, 2005) and in addition only one study showed that ICBT is the treatment 
of depressive symptoms with suicidal ideation (Rudd, Rajab & Orman, 1996). The results from 
the Chapter 8 have three major implications. Firstly, in term of efficacy, the evidence showed that 
the addition of ICBT for patients with unipolar mood disorders with suicidal ideation consistently 
showed significant change in scores of all measures of depressive symptoms (BDI-T and DASS-
D), measures of suicide ideation symptoms (BSS-T and PANSI-T), measures of risk factors for 
suicidal behavior (DASS-T, BHS-T, DASS-A and DASS-S) and measures of protective factors for 
suicidal behavior (RFL-T, SWLS-T, PSR-T, AHTS-T, RSE-T, PSR-FM, PSR-FR, SCB, MO, 
FSD, FS, CC, RF) at faster rate as compared to the TAU group, which  showed improvement only 
on 7 measures out of 21 measures tested. This finding indicated that ICBT is suitable in the 
treatment of unipolar mood disordered patients with suicidal ideation in Malaysian culture. This 
finding is also supported by Hodges & Oei, 2007; Mukthar, Oei & Jamil, 2011; Lin, 2001; Wong, 
2009; Wong, 2011 whereby CBT was reported to be suitable in Asian countries with various 
cultures. 
 
Secondly, the treatment manual, which was used in the sessions, appeared to be effective in the 
treatment for patients with unipolar mood disorders with suicidal ideation in Malaysia. However, 
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some of the examples in the manual were changed to suit the cultural context. Thus, appropriate 
training should be provided to mental health practitioners who may use the ICBT approach in 
Malaysia. Consistent with Western findings, the improvement of patients until the post treatment 
(week 8) among patients with the treatment using ICBT has been discussed, thus this change 
should be taken as advantage for future clinical routine and research in the area of CBT in 
Malaysia. 
 
As a conclusion, the ICBT is applicable in Malaysia among unipolar mood disordered patients 
with suicidal ideation provided the manual is tailored according to language, culture and belief of 
the patients. These issues are crucial for researches and also mental health professionals in 
Malaysia in order not to use the treatment protocol blindly. 
 
9.6 Strengths, limitations of the research and recommendations for future research 
 
There were several major strengths identified in this study. Firstly, regarding the large sample 
used in the validation of the measures (N= 483), risk and protective factors (N= 435) and 
treatment (N=69) studies. A total of four samples were used in the validation studies (Chapter 3, 4, 
5 and 6), which included 283 psychiatry patients with the diagnoses of mood disorders, anxiety 
disorders, comorbid mood and anxiety disorders and 200 patients with medical illnesses. The 
robustness of the scales was strengthened by the diverse samples above. Meanwhile, the efficacy 
of the results was enhanced with the homogeneity of the sample for treatment study (Chapter 8) 
among patients with unipolar mood disorders with suicidal ideation (N=69). 
 
Secondly, the use of the standardized validated assessment measures (all 8 scales were validated 
but only four were included as chapters; Chapter 3, 4, 5 and 6) in the studies of the thesis. The 
usage of exploratory and confirmatory factor analyses strengthened the validity of the measures by 
establishing reliable and strong psychometric properties in all the 8 measures (PANSI, DASS, 
BHS, RFL, RSE, SWLS, PSR and ATHS). The findings of this study can be generalized for 
patients from urban area since patients were recruited from hospital from east coast of Malaysia in 
urban area. ICBT for unipolar mood disorders can be considered as a suitable and effective 
treatment for psychiatric outpatients in Malaysia context. The drop out rates for the treatment 
study was also low and this projected that psychological treatment might be acceptable for all 
patients with unipolar mood disorders with suicidal behavior. 
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Thirdly, each of the findings in this research appeared to be unique and made contributions to 
current suicidal behavior research in Eastern cultures especially Malaysia. All studies presented 
new information and thus added to the literature of suicidal behavior and treatment. 
 
Finally, the usage to clinical samples in the identification of risk and protective factors including 
treatment after the establishment of norms of all the measures used in a diversified sample. In 
addition, the findings of the studies were strengthened with the effect sizes and reliable and 
clinical significant change.  
 
In terms of limitations of the studies, each chapter discussed the limitations in the relevant 
chapters. However, a few general limitations were noted in order to be addressed in future 
research. Further validation studies need to include patients in west coast Malaysia. In addition, in 
identifying the risk and protective factors for suicidal behavior, medical patients with suicidal 
attempts should be recruited sufficiently in order make the comparison between psychiatry and 
medical patients with suicidal attempts. In term of ICBT treatment, additional studies are required 
to investigate the efficacy of GCBT in the treatment of unipolar mood disordered patients with 
suicidal ideation. Another weakness which was identified includes the sample of psychiatric 
patients which did not represent the hospital since only 315 of 971 (32%) patients approached 
agreed to participate in the studies as compared to medical patients which was 90%. This issue 
should be considered in future research. 
 
In term of methodological weaknesses, the control group in the treatment study needs a better 
specification in the term of the pharmacotherapy, which was received in order for better 
explanation of the results obtained. Studies in the future need to consider of not involving the 
therapist conducting the treatment in data collection as well. This is to reduce the potential of 
biasness.  Risk and protective factors for suicidal behavior should also be investigated among 
psychiatry patients with other mental illnesses such as schizophrenia and anxiety disorders to look 
at the patterns of suicidal behaviors. 
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9.7 Conclusion 
 
As a whole, the body research and the findings of the studies presented in this thesis has 
contributed significantly to the advancements in the assessment of suicidal behavior. This thesis 
has also made advancements in examining the risk and protective factors for suicidal behavior 
among patients with unipolar mood disorders and the treatment of ICBT for mood disordered 
patients with suicidal ideation. The studies presented here are unique investigations and add to the 
growing body of literature in suicidal behavior in Malaysia. These findings are intended to help 
researchers in design of both preventive and treatment programs for suicidal behavior in Malaysia. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 253 
REFERENCES 
 
Adler, M.G., & Fagley, N.S. (2005). Appreciation: Individual differences in finding value and 
meaning as a unique predictor of subjective well-being. Journal of Personality, 73, 79-114.  
 
Aish, A.M., & Wasserman, D. (2001). Does Beck’s hopelessness scale really measure several 
components? Psychological Medicine, 31, 367–372.  
 
Aishvarya, S., Maniam, T., & Hanizam, A.G. (2001). Indices of social integration and suicide 
rates in Malaysia. Paper presented at XXI World Congress of The International 
Association For Suicide Prevention (IASP). Chennai, India. 
 
Aishvarya, S., Maniam T, & Scott, V. (2007) The change in the trend of suicidal behavior in 
Cameron Highlands. Paper presented at XXIV World Congress of the international 
association for suicide prevention (IASP), Killarney, Ireland. 
 
Aishvarya, S., Maniam T., Faizal A.M.P., & Normah, C.D. (2003a). Acceptability of suicidal 
ideation among Malaysian medical students. Paper presented at XXII World Congress of 
the International Association for suicide Prevention (IASP). Stockholm, Sweden. 
 
Aishvarya, S., Yahya, M., Maniam, T., & Faizal, A.M.P. (2003b). Reasons for living: Parents 
with children who are psychiatrically ill. Paper presented at XXII World Congress of the 
International Association for suicide Prevention (IASP). Stockholm, Sweden. 
 
Aishvarya, S.,  Maniam, T., & Oei, T.P.S. (2010). A review of psychiatric disorders among suicide 
attempters in Malaysia. Paper presented at 3
rd
 Asian CBT conference, South Korea. 
 
Aishvarya, S.,  Maniam, T.,  Karuthan, C., & Oei T.P.S. (2012a). Deliberated self-harm among 
inpatient female adolescents: Are they really suicidal? Paper presented at 1
st
 Asia Pacific 
Clinical Epidemiology & Evidence-Based medicine conference, Kuala Lumpur. 
 
Aishvarya, S., Maniam, T., Karuthan, C., & Oei, T.P.S. (2012b). Suicidal ideation among 
psychiatric outpatients. Paper presented at 1
st
 Asia Pacific Clinical Epidemiology & 
 
 
 
 
 
 254 
Evidence-Based medicine conference, Kuala Lumpur. 
 
Aishvarya, S., Maniam, T., Hatta Sidi., & Oei, T.P.S. (2014a). Suicide ideation and intent in 
Malaysia: A review of the literature. Comprehensive Psychiatry, 55, 95-100.doi: 
10.1016/j.comppsych.2013.01.005. 
 
 Aishvarya, S., Maniam, T., Karuthan, C., Hatta, S., Nik Ruzyanei, N.J., & Oei, T.P.S. (2014b). 
Psychometric properties and validation of the Satisfaction With Life Scale in psychiatric 
and medical outpatients in Malaysia. Comprehensive Psychiatry, 55,101-106. 
doi:S1001016/j.comppsych.2013.03.010. 
 
Aishvarya, S., Maniam, T., Karuthan, C., Hatta., Nik Ruzyanei, N.J., & Oei T.P.S. (2014c). 
Psychometric properties and validation of the Reasons For Living Inventory in an 
outpatient clinical population in Malaysia. Comprehensive Psychiatry. 55, 107-113. 
doi.org/10.1016/j.comppsych.2013.06.010. 
 
Aishvarya, S., Maniam, T., Karuthan, C., & Oei, T.P.S. (2013d) (under review). Psychometric 
properties and validation of the Positive and Negative Suicide Ideation (PANSI) Inventory 
in an outpatient clinical population. Journal of psychopathology and behavioural 
assessment. 
 
Ainsah, O., Norharlina, B., & Osman, C. B. (2008). The association between deliberate self-harm 
and menstrual cycle among patients admitted to Hospital Kuala Lumpur. Hong Kong 
Journal of Psychiatry, 18, 158-165.  
 
Amarasingham, R.D., & Lee, H. (1969). A review of poisoning cases examined by the 
Department of Chemistry, Malaysia from 1963 to 1967. Medical Journal of Malaya, 23, 
220-227. 
 
Amarasingham, R.D., & Hee, T.T. (1976). A review of poisoning cases examined by the 
Department of Chemistry, Malaysia from 1968 to 1972. Medical Journal of Malaysia, 30. 
185-93. 
 
 
 
 
 
 
 255 
 
American Association of Suicidology (2010). Some facts about suicide and depression. Retrieved 
from www.suicidology.org/c/document_library. 
 
American Foundation for Suicide Prevention. (2012). Facts and figures, 2009. Retrieved from 
http://www.afsp.org/index. 
 
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders. 
Washington, DC: American Psychiatric Press. 
 
Anaby, D., Jarus, T., & Zumbo, B. (2010). Psychometric evaluation of the Hebrew language 
version of the Satisfaction with Life Scale. Social Indicators Research , 96, 267-274.  
 
Anthony, M.M., Bieling, P.J., Cox, B.J., Enns, M. W., & Swinson, R. P. (1998). Psychometric 
properties of the 42- item and 21- item versions of the Depression Anxiety Stress Scales in 
clinical groups and a community sample. Psychological Assessment, 10, 176-181.  
 
Arrindell, W.A., Meeuwesen, L, & Huyse, F.J. (1991). The Satisfaction With Life Scale (SWLS) - 
Psychometric properties in a non psychiatric medical outpatients sample. Personality and 
Individual Differences, 12, 117-123.  
 
Arrindell, W.A., Heesink, J., & Feij, J.A. (1999). The Satisfaction with Life Scale (SWLS): 
Appraisal with 1700 healthy young adults in The Netherlands. Personality and Individual 
Differences, 26, 815-826. 
 
Atienza, F.L., Balaguer, I., & Garcia-Merita, M.L. (2003). Satisfaction with Life Scale: Analysis 
of factorial invariance across sexes. Personality and Individual Differences ,35, 1255-1260. 
doi.org/10.1016/S0191-8869(02)00332-X. 
 
Azhar, M.Z., & Varma, S.L. (1995). Religious psychotherapy with depression patients. 
Psychotherapy and Psychosomatic, 63, 165-175. 
 
Azhar, M.Z., & Varma, S. L. (1992). Akathisia-induced suicidal behavior. 
 
 
 
 
 
 256 
European Psychiatry, 7, 239-241. 
 
Azizul, A. (2001). A  study of suicide ideations and associated factors among male prisoners in a 
Malaysian prison. (Master dissertation, University Kebangsaan Malaysia, Malaysia). 
Retrieved from http:/www.ukm.my/library. 
 
Bai, W, Wu, C., Zheng, R., & Ren, X. (2011). The psychometric evaluation of the Satisfaction 
with Life Scale Using a nationally representative sample of China. Journal of Happiness 
Study 12, 183-197. 
 
Beautrais, A.L., & Mishara, B. (2007). Editorial: “Suicide prevention across the life span”.Crisis: 
The Journal of Crisis Intervention and Suicide Prevention, 28, 57-60. 
 
 
Beck, A.T., Kovacs, M., & Weissman, A (1979). Assessment of suicidal intention: The Scale for 
Suicide Ideation. Journal of Consulting and Clinical Psychology, 47, 343-352. doi: 
10.1037/0022-006X.47.2.343.  
 
Beck, A.T., Steer, R.A., Kovacs, M., Garrison, B. (1985). Hopelessness and eventual suicide: a 
10-year prospective study of patients hospitalized with suicidal ideation. American Journal 
Of Psychiatry, 142, 559-63.  
 
Beck, A.T., & Steer, R.A. (1993). Beck Anxiety Inventory Manual. San Antonia: Harcourt Brace 
and Company.  
 
Beck, A.T., Ward, C.H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An inventory for 
measuring depression. Archives of General Psychiatry, 4, 53-63. 
 
Beck, A. T. (2005). The current state of cognitive therapy: A 40-year retrospective. Archives of 
General Psychiatry, 62, 953–959 . 
 
Beck, A.T., Weissman, A., Lester, D., & Trexler, M. (1974). The measurement of pessimism: The 
Hopelessness Scale. Journal of consulting and Clinical Psychology, 42, 861-865. 
 
 
 
 
 
 257 
 
Benda, B.B. (2003). Discriminators of suicide thoughts and attempts among homeless veterans 
who abuse substances. Suicide & Life-Threatening Behavior, 33, 430-442.  
 
Berk, M.S., Henriques, G.R., Warman, D.M., Brown, G.K., & Beck, A.T. (2004). A cognitive 
therapy intervention for suicide attempters: An overview of the treatment and case 
examples. Cognitive and Behavioral Practice, 11, 265–277.  
 
Bertolote, J.M., & Fleischmann, A. (2002). Suicide and psychiatric diagnosis: a worldwide                                                                                                   
perspective. World Psychiatry, 1, 181-185. 
 
Bhupinder, S., & Kumara, T.K. (2010). Completed suicides in the district of timur laut, Penang 
Island – A preliminary investigation of 3 years (2007-2009) prospestive data. Med J 
Malaysia, 65, 123-126. 
 
Bostwick,J.M., & Pankratz,V.S. (2000). Affective disorders and suicide risk: a reexamination. 
American Journal of Psychiatry, 157, 1925-1932.  
 
Browne, M.W., & Cudeck, R. (1993). Alternative ways of assessing model fit. Sociological 
Methods and Research, 21, 230-258. doi: 10.1177/0049124192021002005. 
 
Brown, G.K., Beck, A.T., Steer, R.A. & Grisham, J.R. (2000). Risk factors for suicide in 
psychiatric outpatients: A 20-year prospective study. Journal of consulting and Clinical 
psychology, 68, 371-377.  
 
Briton, P.C., Duberstein, P.R., Conner, K.R,, Heisel, M.J., Hirsch, J.K,, Conwell, Y. (2008) 
Reasons for living, hopelessness, and suicide ideation among depressed adults 50 years 
older. Am J Geriatr Psychiatry, 16, 736-41. 
 
Butler, A. C., Chapman, J. E., Foreman, E. M. & Beck, A. T. (2006). The empirical status of 
cognitive behavioral therapy: a review of meta-analyses. Clinical Psychology Review, 26 , 
17–31. 
 
 
 
 
 
 
 258 
Cai, L. T., Jeffery, C., Teck, H. L., Wai, M. H., & Li, C. C. (2011). Perception of suicidal attempts 
among  college students in Malaysia. Asian Social Science 7, 30-41.  
 
Cavanagh, J.T.O., & Masterton G. (1998). Suicide and Deliberate Self harm. In: Johnstone (Ed). 
Companion To Psychiatric Studies (751-783). Edinburgh: Churchill Livingstone. 
 
Chan, L.F., Maniam, T., & Shamsul, A.Z. (2011). Suicide attempts among depressed inpatient 
with depressive disorder in Malaysian sample. Crisis, 32, 283-287. doi: 10.1027/0227-
5910/1000088. 
 
Chan, L.F., Shamsul, A.Z., Maniam, T. (2012). Predictors for suicidal ideation among depressed 
inpatients in a Malaysian sample. Suicidology Online, 3, 33-41.  
 
Chang, E. C., D’Zurilla, T. J., & Maydeu-Olivares, A. (1994). Assessing the dimensionality of 
optimism and pessimism using a multimeasure approach. Cognitive Therapy and 
Research, 18, 143–160. 
 
Chang, H.J., Lin, C. C., Chou, K.R., Ma, W.F., & Yang, C.Y. (2009). Chinese version of the 
Positive and Negative Suicide Ideation: Instrument Development. Journal of Advanced 
Nursing, 65, 1485-1496.  
 
Cherpitel, C.J., Borges, G.L.G., & Wilcox, H.C. (2004). Acute Alcohol use and suicidal behavior : 
A review of the literature. Alcoholism Clinical & Experimental Research, 28, 18 – 28. 
 
Chioqueta, A.P., & Stiles, T.C. (2003). Suicide risk in outpatients with specific mood and anxiety 
disorders. Crisis, 24, 105-112.  
 
Chioqueta, A.P., & Stiles, T.C. (2004a). Assessing suicide risk in cluster C personality disorders. 
Crisis, 25, 128-133.  
 
Chioqueta, A.P., & Stiles, T.C. (2004b). Suicide risk in patients with somatization disorder. Crisis, 
25, 3-7. 
 
 
 
 
 
 
 259 
Chioqueta, A.P., & Stiles, T.C. (2007). The relationship between psychological buffers, 
hopelessness, and suicidal ideation. Crisis: The Journal of Crisis Intervention and Suicide 
Prevention, 28, 67-73. 
 
Clara, I. P., Cox, B.J., & Enn, M. W. (2001). Confirmatory factor analysis of the Depression 
Anxiety Stress Scales in depressed and anxious patients. Journal of Psychopathology and 
Behavioral Assessment, 23, 61 – 67. 
 
Cole, D. A. (1989). Validation of the Reasons for Living Inventory in general and delinquent 
adolescents samples. Journal of Abnormal Child Psychology, 17, 13-27. 
 
Coon, D.W., DeVries, H.M. & Thompson, D.G. (2004). Cognitive behavioral therapy with 
suicidal older patients. Behavioural and Cognitive Psychotherapy, 32, 481-493.  
 
Coker, A.L., Smith, P.H., Thompson, M.P., McKeown, R.E., Bethea, L., & Davis, K.E. (2002). 
Social support protects against the negative effects of partner violence on mental health. 
Journal of Women's Health & Gender- Based Medicine , 11, 465-476. 
 
Cull, J.G., & Gill, W.S. (1982). Suicide Probability Scale. Los Angeles, CA: Western 
Psychological Services. 
 
Deva, M.P. (2006). Depressive illness- the need for a paradigm shift in its understanding and 
management. Malaysian Medical Journal, 61, Editorial. 
 
Diener, E., Emmons, T.A., Larsen, R.J., & Griffin, S. (1985). The Satisfaction With Life Scale, 
Journal of Personality Assessment, 49, 71-75.  
 
Dimidjian, S., Hollon, S.D., Dobson, K.S., Schmaling, K.B., Kohlenberg, R.J., Addis, M.E., 
…Jacobson, N.S.(2006) Randomized trial of behavioral activation, cognitive therapy, and 
antidepressant medication in the acute treatment of adults with major depression. Journal 
of Consulting and Clinical Psychology 74, 658–670. 
 
 
 
 
 
 
 260 
Dobson, K.S. (1989). A meta-analysis of the efficacy of cognitive therapy for depression. Journal 
of Consulting and Clinical Psychology, 57, 414-419.  
 
Donald, M., Dower, J., Correa-Velez, I., & Jones, M. (2006). Risk and protective factors for 
medically serious suicide attempts: a comparison of hospital-based with population-based 
samples of young adults. Australian and New Zealand Journal of Psychiatry , 40, 87-96. 
 
 Durak, M, Senol-Durak, E., & Gencoz, T. (2010). Psychometric properties of the Satisfaction 
with Life Scale among Turkish university students, Correctional officers, and elderly 
adults. Social Indicators Research, 99, 413-429. 
 
Durham, T. W. (1982). Norms, reliability and item analysis of the hopelessness scale in general, 
psychiatric, forensic psychiatric, and college populations. Journal of Clinical Psychology, 
38, 597–600. 
 
Dwyer, L., Olsen, S., & Oei, T.P.S. (2012). Cognitive Behavior Group for heterogeneous anxiety 
and depressive disorders in a psychiatric hospital outpatients clinic. Journal of Cognitive 
Psychotherapy, 27, 138-154. 
 
Dyer, J. A. & Kreitman, N. (1984). Hopelessness, depression and suicidal intent in parasuicide. 
British Journal of Psychiatry, 14, 127-133. doi:10.1192/bjp.144.2.127. 
 
Dyce, A. J. (996). Factor structure of the Beck Hopelessness Scale. Journal of Clinical 
Psychology, 52, 555–558. 
 
Ellis, T.E., & Ratliff, K.G. (1986). Cognitive characteristics of suicidal and nonsucidal psychiatric 
inpatients. Cognitive Therapy and Research, 10, 625-634. 
 
Elkin, I., Shea, M.T., Watkins, J.T., Imber, S.D., Sotsky, S.M., Collins, J.F., …. Docherty, J.P. 
(1989) National Institute of Mental Health Treatment of Depression Collaborative 
Research Program. General effectiveness of treatments. Arch Gen Psychiatry 46, 971–982. 
 
 
 
 
 
 
 261 
Embling, S. (2002) The effectiveness of cognitive behavioural therapy in depression. Nursing 
standard, 17, 33–41.81.  
 
Everall, R.D., Altrows, K.J., & Paulson, B.L. (2006). Creating a Future: A Study of Resilience in 
Suicidal Female Adolescents. Journal of Counseling & Development , 84, 461-471. 
 
Fatah, R. (2002). Drug and chemical poisoning admissions at a teaching hospital in Malaysia. 
Human and Experimental Toxicology, 21, 377– 381. 
 
Fathel, A.L., Fatah, A.R., & Zaininah, M.Z. (2005). Demographic Features of Drug and chemical 
Poisoning in Northern Malaysia.  Clinical Toxicology, 43, 89-94. 
 
 Fathel, A.L., Fatah, A.R., & Zaininah, M.Z. (2008). Self-poisoning  drugs and chemicals: 
variations in demographics associated factors and final outcomes. General Hospital 
Psychiatry, 30, 467-470.  
 
Free, M.K., Oei, T.P.S. &Sanders, M.R. (1991). Treatment outcome of a group cognitive therapy 
program for depression. International Journal of Group Psychotherapy, 41, 533-547. 
 
Fujisawa, D., Nakagawa, A., Tajima, M., Sado, M., Kikuchi, T., Hanaoka, M. & Ono, Y. (2010). 
Cognitive behavioral therapy for depression among adults in Japanese clinical settings: a 
single-group study. BMC research Notes, 3. doi: 10.1186/1756-0500-3-160.  
 
Furlong, M., & Oei ,T.P.S. (2002). Changes to automatic thoughts and dysfunctional attitudes in 
group CBT for depression. Behavioural and Cognitive Psychotherapy, 30, 351-360. 
 
Gelenberg, A.J., Freeman, M.P., Markowits, J.C., Rosenbaum, J.F., Thase, M.E. (2010). Practice 
guideline for the treatment of patients with depressive disorders. The American Journal of 
Psychiatry. 10, 13-118. 
 
Gloster, A. T., Rhoades, H. M., Novy, D., Koltsche, J., Senior, A., Kunik, M.,…. Stanley, M. A. 
(2008). Psychometric properties of the Depression Anxiety and Stress scales -21 in older 
primary care patients. Journal of Affective Disorders, 110, 248-259. 
 
 
 
 
 
 262 
 
Glanz, L.M., Haas, G., & Sweeney, J.A. (1995). Assessment of hopelessness in suicidal patients. 
Clinical psychology Review, 15, 49-64. 
 
Goldsmith, S.K., Pellmar, T.C., Kleinman, A.M., & Bunney, W.E. (2002). Reducing Suicide: A 
National Imperative. Washington, DC: National Academy Press 
 
Goldney, R. D., Smith, S., Winefield, A. H., Tiggerman, M., & Winefield, H. R. (1991). Suicidal 
ideation: Its enduring nature and associated morbidity. Acta Psychiatrica Scandinavica, 83, 
115–120 
 
Gouveia, V.V, Milfont, T.L, Fonseca, P.N., & Coelho, J.A. (2009). Life satisfaction in Brazil: 
Testing the psychometric properties of the satisfaction with life scale (SWLS) in five 
Brazilian samples. Social Indicators Research, 90, 267-277. doi: 10.1007/s11205-008-9257-
0.  
 
Gururaj, G.( 2001). Suicide prevention: Emerging from darkness. World Health Organization 
 
Habil, H. (1998). Suicidal tendency among heroin dependent patients in Malaysia. In Kosky (Ed.), 
Suicide Prevention (pp. 205-209). New York: Plenum Press. 
 
Habil, H., Ganesvaran, T., & Agnes, L.S. (1992). Attempted suicide in Kuala Lumpur. Asia-
Pacific Journal of Public Health, 6, 5–7. 
 
 Habil, H. (1995). Health-seeking behaviour of depressed parasuicide patients in primary health 
care clinics.  Asian Medical Journal  21,  648–651.  
 
Hanna, D., White, R., Lyons, K., McParland, M.J., Shanon, C., & Mulholland, C. (2011). The 
structure of the Beck Hopelessness Scale: A confirmatory factor analysis in UK students. 
Personality and Individual Differences, 51, 17-22.  
 
 Haq, S.M. & Buhrich, N. (1980). Parasuicides and their determinants in a multicultural society. 
Singapore Medical Journal,  21, 648–651. 
 
 
 
 
 
 263 
 
Hanizam, A.G., & Maniam, T. (2001). The influence of economic factors on suicide rates in 
Malaysia. Paper  presented at XXI World Congress of The International Association For 
Suicide Prevention (IASP).  Chennai, India 
 
 Hanizam, A.G., Maniam, T., & Faizal, A.M.P. (2003). Achievement anxiety and reasons for 
living among Malaysian students. Poster presentation at XXII World Congress of the 
International Association for suicide Prevention (IASP). Stockholm, Sweden. 
 
Hamidin, A. & Maniam, T. (2008). A case control study on personality traits and disorders in 
deliberate self-harm in a Malaysian hospital. Malaysian Journal of Medicine and Health 
Sciences, 4, 71-80. 
 
Hamidin, A. & Maniam, T. (2011). Life events and parasuicide in hospital Kuala Lumpur, 
Malaysia. Malaysia Journal Of Medicine and Health Sciences, 7, 45 – 52.  
 
Hadiyono, J.P. (1998). Behavior Therapy in Indonesia. In T.P.S Oei (Ed.), Behavior Therapy and 
Cognitive Behavior Therapy in Asia. New South Wales: Edumedia Pty Ltd. 
 
Hayati, A.N., Salina, A.A., Abdullah, A.A., Eusni., & Mansar, A. H. (2004). The pattern of 
completed suicides seen in Kuala Lumpur General Hospital 1999. Med J Malaysia, 59, 190-
198. 
 
Hayati, A.N., & Kamarul, A.K. (2008). National Suicide Registry Malaysia (NSRM). Med J 
Malaysia, 63, 50-54. 
 
Henry J. D., & Crawford, J. R. (2005). The short-form version of the Depression Anxiety Stress 
Scales (DASS-21): Construct validity and normative data in a large non-clinical sample. 
British Journal of Clinical Psychology, 44, 227-239. 
 
Hendin, H., Vijakumar, L., Bertolote, J.M., Wang, H., Phillips, M.R., Pirkis, J. (2008) 
Epidemiology of suicide in Asia. Suicide and suicide prevention in Asia. World Health 
 
 
 
 
 
 264 
Organization, Retrieved from 
http://www.who.int/mental_health/resources/suicide_prevention_asia.pdf. 
 
Hill, R. D., Gallagher, D., Thompson, L. W., & Ishida, T. (1988). Hopelessness as a measure of 
suicidal intent in the depressed elderly. Psychology and Aging, 3, 230–232. 
 
Hirsch, J.K., Duberstein, P.R., Conner, K.R., Heisel, M.J., Beckman, A., Franus, N., & Conwell, 
Y.  (2006). Future Orientation and Suicide Ideation and Attempts in Depressed Adults 
Ages 50 and Over. American Journal of Geriatric Psychiatry,14, 752-757. 
 
 
Hodges, J., & Oei, T.P.S. (2007). Would Confucius benefit from psychotherapy? The 
compatibility of Cognitive Behavior Therapy and Chinese culture, Behavior Research and 
Therapy, 45, 901-914. 
 
Howell, C.J., Howell, R,T., & Schawabe, K.A. (2006). Does wealth enhance life satisfaction for 
people who are materially deprived? Exploring the association among the Orang Asli of 
Peninsular Malaysia. Social Indicators Research, 76, 499-524. doi: 10.1007/s11205-005-
3107-0.  
 
Hussein, H. & Zafri, A. (1997). Parasuicide in the Klang Valley marriages. Arab Journal of 
Psychiatry, 8, 42-48. 
 
Hussain, H., & Hyman, N.W. (1994).  Family psychopathology and childhood experience of the  
           parasuicides admitted to University Hospital, Kuala Lumpur. ASEAN Journal of  
         
          Psychiatry, 9–16. 
 
Hunsley, J., & Lee, C.M. (2007). Research informed benchmarks for psychological treatments: 
Efficacy studies, effectiveness studies, and beyond. Professional Psychology: Research 
and Practice, 38, 21-33. 
 
International Association For Suicide Prevention (2007). Suicide prevention across the life span. 
Retrieved from www.ias.ie/documents/worldsuicidepreventionday_000.pdf 
 
 
 
 
 
 265 
 
 
Jamaludin, N. (2006, 9 April 2006). Kesihatan Mental: Kemurungan. Harian Metro. 
 
Kaiser H. (1970). A Second Generation Little Jiffy. Psychometrika, 35, 401-415:doi: 
10.1007/BF02291817.  
 
Kamath, P., Reddy, Y.C., & Kandavel, T. (2007) Suicidal behavior in obsessive-compulsive 
disorder. J Clin Psychiatry 68, 1741-50. 
 
Kannan, K., Pillai, S.K., Gill, J.S., Hui, K.O.,  & Swami, V. (2010). Religious beliefs, coping 
skills and responsibility to family as factors protecting against deliberate self-harm. South 
African Journal of Psychiatry, 16, 138 – 146.  
 
Kaslow, N.J., Thompson, M.P., Okun, A., Price, A., Young, S., Bender, M.,…. Parker, R . (2002).  
Risk and protective factors for suicidal behavior in abused African American women. 
Journal of  Consulting Clinical Psychology, 70 , 311-9.  
 
Kaslow, N. J. Sherry, A., Bethea, K., Wyckoff, S., Compton, M.T., Bender Grall.,….Parker, R. 
(2005). Social Risk and Protective Factors for Suicide Attempts in Low Income African 
American Men and Women. Suicide & Life - Threatening Behavior, 35, 400 - 412. 
 
Kendall, P.C., Flannery-Schroeder, E.C., & Ford, J.D. (1999). Therapy outcome research methods. 
In P.C. Kendall, J.N. Butcher & N. Holmbeck (Eds), Handbook of research in clinical 
psychology (2
nd
 ed.). Hoboken, NJ, US: John Wiley & Sons, Inc. 
 
Kessler, R.C., Borges, G., & Walters, E.E. (1999). Prevalence of and risk factors for life time 
suicide attempts in the National Comorbidity Survey. Archives of General Psychiatry, 56, 
617-626.   
 
Kjelsberg, E., Neegaard, E., & Dahl, A. A. (1994). Suicide in adolescent psychiatric inpatients: 
Incidence and predictive factors. Acta Psychiatrica Scandinavica, 89, 235–241. 
 
 
 
 
 
 
 266 
Koh, O.H., Zuraida, N.Z., Low, C.C., Jesjeet, S.G., Bharathi, V., Parameswaran, R., & Sharmilla, 
K. (2002). Reasons for staying alive in suicide attempters across different ethnic groups 
admitted to UMMC. Malaysian Journal of Psychiatry, 10, 40-44. 
 
Koivumaa-Honkanen, H., Honkanen., R, Viinamäki, H., Heikkilä., K., Kaprio, J., Koskenvuo, M. 
(2001).  Life Satisfaction and Suicide: A 20-Year Follow-Up Study. Am J Psychiatry 15, 
433-439. 
Kok, Y.C.,  Nor’izam, M.A. & Abang, B.H. (2003). Deliberate self-Harm at Sarawak General 
Hospital. International Medical Journal, 10, 277-282. 
 
Koivumaa-Honkanen, H, Honkanan, R., Koskenvuo, M., Kaprio, J. (2003). Self-reported 
happiness in life and suicide in ensuing  20 years. Social Psychiatry Epidemiological, 38, 
244-8. 
 
Koivumaa-Honkanen, H.,  Honkanen, R., Viinamäki, H., Heikkilä, K., Kaprio, J., Koskenvuo, M. 
(2000) Self-reported Life Satisfaction and 20-Year Mortality in Healthy Finnish Adults. 
American Journal of Epidemiology, 152, 983-991.  
 
Kraut, A., & Walld, R. (2003). Influence of lack of full-time employment on attempted suicide in 
Manitoba, Canada. Scandinavian Journal of Work, Environment & Health, 29, 15-21.  
 
Kwon, S.M., & Oei, T.P.S. (1992). Differential causal roles of dysfunctional attitudes and 
automatic outcome study. Behaviour Research and Therapy, 42, 631-646. 
 
Lonnqvist, J. (2009). Major psychiatric disorders in suicide and suicide attempters. In Wasserman, 
D & Wasserman, C (Eds), Oxford textbook of suicidology and suicide prevention: Oxford 
University Press. 
 
Qian, M., & Chen, Z. (1998). Behavior therapy in The People’s Republic of China. In T.P.S. Oei 
(Ed). Behavior therapy and Cognitive Behavior therapy in Asia. New South Wales: 
Edumedia Pty Ltd. 
 
 
 
 
 
 
 267 
Quek, K.F., Low, W.Y., Razack, A.H., & Loh, C.S. (2001) Beck Depression Inventory (BDI): A 
reliability and validity test in the Malaysian urological population. Medical Journal of 
Malaysia, 56, 285-292. 
 
Lam, D.,Watkins, E. R., Hayward, P., Bright, J.,Wright, K., Kerr, N.,…. Sham, P. (2003). A 
randomized controlled study of cognitive therapy for relapse prevention for bipolar 
affective disorder. Archives of General Psychiatry, 60, 145–152. 
 
Larsen, R.J., Diener, E., & Emmons, R.A. (1985). An evaluation of subjective well-being 
measures. Social Indicators Research, 17, 1-17. 
 
Lewis, C.A., Bunting, B.P., Shevlin, M.E., & Joseph, S. (1995). Confirmatory factor-analysis of 
the Satisfaction with Life Scale-Replication and methodological refinement. Perceptual and 
Motor Skills, 80, 304-306.  
 
Lewinsohn, P. M., Rohde, P., & Seeley, J. R. (1994). Psychosocial risk factors for future 
adolescent suicide attempts. Journal of Consulting and Clinical Psychology, 62, 297–305. 
 
Lester, D. (1998). Comments on: The Positive and Negative Suicide Ideation Scale. Psychological 
Reports, 82, 1394. 
 
Lin, Y.N. (2001). Taiwanese female university student’s perceptions of counselor effectiveness. 
International Journal for the Advancement of Counseling, 23, 51-72. 
 
Linehan, M.M., Goodstein, L.J., Nielsen, S.L., & Chiles, J.A. (1983). Reasons for staying alive 
when you are thinking of killing yourself: The Reasons for Living Inventory. Journal of 
Consulting and Clinical Psychology, 51, 276-286. 
 
Linehan, M.M., & Addis, M.E. (1983). Screening for suicidal behaviors: The Suicidal Behavior 
Questionnaires. Unpublished manuscript, University of Washington, Seattle. 
 
 
 
 
 
 
 268 
Linehan, M.M., Amstrong, H. E., Suarez, A., Allmon, D., & Heard, H.L. (1991). Cognitive-
Behavioral treatment of chronically parasuicide borderline patients. Archive of General 
Psychiatry, 48, 1060 – 1064. 
 
Lorant, V., Kunst, A. E., Huisman, M., Bopp, M., & Mackenback, J. (2005). A European 
comparative study of marital status and socio-economic inequalities in suicide. Social 
Science & Medicine, 58(3), 487- 498. 
 
Lovibond, S.H., & Lovibond, P.F. (1995). The structure of negative emotional states: Comparison 
of the Depression Anxiety Stress Scales (DASS) with the Beck Depression and Anxiety 
Inventories. Behavior Research and Therapy, 33, 335-343. 
 
Lucas, R.E., Diener, E, & Suh, E. (1997). Discriminant validity of well-being measures.  Journal 
of Personality and Social Psychology, 71, 616-28.   
 
Luty, S. E., Carter, J.D., McKenzie, J.M., Rae, A.M., Frampton, C.M. A., ….Joyce, P. R. (2007). 
Randomised controlled trial of interpersonal psychotherapy and cognitive-behavioural 
therapy for depression. British Journal of Psychiatry, 190, 496–502. 
 
Malaysian Psychiatric Association (2004). Consensus statement on management of depression: 
Community programme on depression. Retrieved  from http://www.psychiatry-
malaysia.org/html. 
 
Malaysian Psychiatric Association.(2007). Suicide – It’s an SOS.  Retrieved from 
http://www.psychiatry-malaysia.org . 
 
Malaysian Psychiatric Association.(2008). Feeling down? Get help!. http://www.psychiatry-
malaysia.org . 
 
Malone, K.M., Oquendo, M.A., Haas, G.L., Ellis, S.P., Li, S., & Mann, J.J. (2000) Protective 
factors against suicidal acts in major depression: reasons for living. American Journal of 
Psychiatry,  157, 1084-1088. 
 
 
 
 
 
 269 
 
Maisarah, H. (2008). Faktor-faktor sosial berkaitan dengan remaja perempuan yang membuat 
cubaan membunuh diri di Hospital Tengku Ampuan Rahimah Klang, Selangor: satu kajian 
perbandingan. (Master dissertation, University Kebangsaan Malaysia, Malaysia). 
Retrieved from http:/www.ukm.my/library. 
 
Maniam, T. (1990). Family characteristics of suicides in Cameron Highlands: A controlled study,” 
Medical Journal of Malaysia, 49, 247–251.  
 
 Maniam, T. (1994). Changing patterns of suicides in Cameron Highlands. Malaysian Journal of  
Psychiatry, 2, 48–58. 
 
 Maniam, T. (1996). An atypical case of parasuicide or 'bradysuicide',” British Journal of 
Psychiatry, 169, 795-796. 
 
Maniam, T. (1995). Suicide and undetermined violent deaths in Malaysia, 1966-1990- Evidence 
for the misclassification of suicide statistics. Asia-Pacific Journal of Public Health, 8, 181-
185. doi: 10.1177/101053959500800307. 
 
Maniam, T. (1988). Suicide and parasuicide in a Hill Resort in Malaysia. British Journal of 
Psychiatry, 153, 222-225. 
 
Maniam, T. (2001). Suicide among women in Malaysia. Paper presented at XXI World Congress 
of The International Association For Suicide Prevention (IASP). Chennai, India.  
 
Maniam, T. (2001). Why do Malaysian Indians have high suicide rates?. Paper presented at XXI 
World Congress of The International Association For Suicide Prevention (IASP). Chennai, 
India.  
 
Maniam, T. (2005). Trauma and suicidal behavior. Oral presentation at XXIII World Congress of 
The International Association for Suicide Prevention (IASP). Durban, South Africa. 
 
 
 
 
 
 
 270 
Maniam T, Lim CH, Kadir AB, Abqariah Y, Nurashikin I, Salina AA. (2011). Does religious 
affiliation protect against suicidal ideation? Results of an epidemiological survey. Chinese 
Journal of Mental Health. Proceedings of the XXVI World Congress of the International 
Association for Suicide Prevention (IASP). Beijing, China. 
 
Maniam, T. (2003). Why do Malaysian Asian Indians have high suicide rates? In Vijayakumar L. 
(Ed.), Suicide Prevention: Meeting the challenge together (pp. 198-213). Chennai, India: 
Orient Longman Limited. 
 
Maniam, T., Aishvarya, S. & Scott, V. (2007). Socio-demographic changes and reduction of 
suicide rates in Cameron Highlands, Malaysia. Paper presented at XXIV World Congress 
of the international association for suicide prevention (IASP), Killarney, Ireland.  
 
Marshall, G.N., Wortman, C.B., Kusulas, J.W., Hervig, L.K., & Vickers, R.R. (1992). 
Distinguishing optimism from pessimism: Relations to fundamental dimensions of mood 
and personality. Journal of Personality and Social Psychology, 62, 1067–1074.  
 
Mc Lean, J., Maxwell, M., Platt, S., Harris, F., & Jepson, R. (2008). Risk and protective factors 
for suicide and suicidal behavior: A literature review. Retrieved from http://www. 
Scotland.gov.uk/Resource/Doc/251539/0073687.pdf. 
 
McGee, R., & Williams, S. (2000). Does low self-esteem predict health compromising behaviours 
among adolescents? Journal of Adolescence, 23, 569–582. 
 
Meadows, L.A., Kaslow, N.J., Thompson, M.P., & Jurkovic, G.J. (2005). Protective factors 
against suicide attempt risk among African-American women experiencing intimate 
partner violence. American Journal of Community Psychology, 36, 109-121. 
 
Medonca, J. D., Holden, R. R., Mazmanian, D. S., & Dolan, J. (1983). The influence of response 
style on the Beck Hopelessness Scale. Canadian Journal of Behavioural Science, 15, 237–
247. 
 
 
 
 
 
 
 271 
Meites, T.M., Deveney, C.M., Steele, K.T., Holmes, A.J., & Pizzagalli, D.A. (2008). Implicit 
depression and hopelessness in remitted depressed individuals. Behavior Research and 
Therapy, 46, 1078-1084. 
 
Miller, I.W., Norman, W. H., Bishop, S.B, & Dow, M.G. (1986). The modified scale for suicidal 
ideation: Reliability and validity. Journal of Consulting and Clinical Psychology, 54, 724-
725.   
 
Minois, G. (1999). History for suicide: Voluntary death in western culture. Baltimore, MD: Johns 
Hopkins University Press. 
 
Ministry of Health. (2005). Suicide prevention in Malaysia. Malaysia’s Health Report. Kuala 
Lumpur. 
 
Ministry of Health (2005). Malaysian’s Health Report. 
 
Ministry of Health (2009). The National Health and Morbidity Survey. Unpublished. 
 
Ministry of Health (2009). Malaysian’s Health Report. 
 
Ministry of Youth Affair (200). Guideline for primary care providers-Detection and management 
of young people at risk of suicide. Retrieved from www.dronet.org.  
 
Moscicki, E.K. (1997). Identification of suicide risk factors using epidemiologic studies. 
Psychiatric Clinics of North America, 20, 499-517. 
 
Morris, P., & Maniam, T (2001) Ethnicity and suicidal behavior in Malaysia: A review of the 
literature. Transcultural Psychiatry, 38, 51 – 63. 
 
Muehlenkamp, J.J., Gutierrez, P.M., Osman, A., & Barrios, F.X. (2005). Validation of the Positive 
and Negative Suicide Ideation (PANSI) Inventory in a Diverse Sample of Young Adults. 
Journal of Clinical Psychology, 61, 431-445.  
 
 
 
 
 
 
 272 
Mukhtar, F., & Oei, T.P.S (2011). A review on assessment and treatment for depression in 
Malaysia . Depression Research and Treatment, 1-8. doi: 10.1155/2011/123642. 
 
Mukthar, F & Oei, T.P.S. (2008). Validation and psychometric properties of the Beck Depression 
Inventory for Malays (BDI-Malay) in Malaysia. Malaysian Journal of Psychiatry, 17.  
 
Mukhtar, F., Oei, T.P.S. & Jamil, M.Y. (2011). Effectiveness Of Group Cognitive Behaviour 
Therapy Augmentation In Reducing Negative Cognitions In The Treatment Of Depression 
In Malaysia. ASEAN Journal of Psychiatry, 12.  
 
Murugesan, G., & Hock, Y. (1978). Demographic and psychiatric aspects of attempted suicide.  
 Medical Journal of Malaysia, 33, 102–112. 
 
Murty, O.P., Cheh, L.B., Bakit, P.A., Hui, F.J., Ibrahim, Z.,& Jusoh, N. (2008). Suicide and 
ethnicity in Malaysia. The American Journal of Forensic Medicine and Pathology, 29, 19-
22. 
 
Mystakidou, K., Parpa, E., Tsilikia, E., Pathiaki, M., Hatzipli, I., Galanos, A., Vlahos, L (2008). 
The experience of hopelessness in a population of Greek cancer patients receiving 
palliative care. International Journal of Social Psychiatry, 54, 262–271.  
 
National Center for Injury Prevention and Control (2002). Preventing Suicidal Behaviour. CDC 
Injury Research Agenda. Atlanta (GA), Centers for Disease Control and Prevention: 6172. 
 
National Suicide Registry Malaysia, NRSM. 2008.  
 
National Survey of Mental Health and Wellbeing (2007). Australia. Retrieved from   
www.abs.gov.au 
 
Nadesan, K. (1999). Pattern of suicide: a review of autopsies conducted at the University Hospital 
Kuala Lumpur. 
 
 
 
 
 
 
 273 
Nadesan, K., & Ong, B. B.(2001). Two cases of death due to plastic bag suffocation. Medicine, 
Science and the law, 41, 78-82.    
 
Neto, F. (1993). The Satisfaction with Life Scale- Psychometric properties in an adolescent 
sample. Journal of Youth and Adolescence, 22, 125-134.  
 
Neeleman, J. (2001). A continuum of premature death. Meta-analysis of competing mortality in 
the psychosocially vulnerable. International Journal of Epidemiology , 30, 154-162. 
 
Nisbet,P.A. (1996). Protective factors for suicidal black females. Suicide & Life-Threatening 
Behavior, 26, 325-341. 
 
Nissim, R., Flora, D. B., Cribbie, R. A., Zimmermann, C., Gagliese, L., & Rodin, G. (2009). 
Factor structure of the Beck hopelessness scale in individuals with advanced cancer. 
Psycho-Oncology, 19, 255–263. 
 
Nizam, M (1995). Psychiatric factors influencing help seeking behavior of parasuicide patients. 
(Master dissertation, University Kebangsaan Malaysia, Malaysia). Retrieved from 
http:/www.ukm.my/library. 
 
Nunnally, J.C., & Bernstein, I.H. (1994). Psychometric Theory. New York: McGraw-Hill, 
 
O’ Carroll, P.W., Berman, A.L., Maris, R.W., Moscicki, E.K., Tanney, B.L., & Silverman, M.M. 
(1996). Beyond the Tower of Babel: A nomenclature for suicidology. Suicide and Life-
Threatening Behavior, 26, 237-252. 
 
Oei, T.P.S. (2002). A group cognitive behavior therapy programme for depression, 4
th
 edition. 
Toowong, Queensland: Toowong Private Hospital 
 
Oei, Sawang, Goh, Mukhtar & Mukhtar (2012). Using the Depression Anxiety Stress Scale 21 
(DASS-21) across cultures. International Journal of Psychology, 1-32. 
http://dx.doi.org/10.08000207594.2012.755535. 
 
 
 
 
 
 
 274 
Oei, T.P.S., & Dingle, G. (2007). The effectiveness of group cognitive behaviour therapy for 
unipolar depressive disorders. Journal of Effective disorders. 107, 5-21. 
 
Oei, T.P.S., & Shuttlewood, G.J. (1997). Comparison of specific and nonspecific factors in a 
group cognitive therapy for depression. Journal of Behavior therapy and Experimental 
Psychiatry, 28, 221-231. 
 
Oei, T.P.S. & Yeoh, A.E.O. (1999). Pre-existing anti depressant medication and the outcome of 
group cognitive behavior therapy. Australia and New Zealand Journal of Psychiatry, 33, 
407-415. 
 
Oishi, S. (2006). The concept of life satisfaction across cultures: An IRT analysis. Journal of 
Research in Personality, 40, 411-423.  
 
Ong B.K. (2004). A preliminary study of depression and suicide ideation in patients with Type 2 
Diabetes Mellitus. (Master dissertation, University Kebangsaan Malaysia, Malaysia). 
Retrieved from http:/www.ukm.my/library.  
 
Ong, S., & Leng, Y. K. (1992). Suicidal behavior in Kuala Lumpur, Malaysia. In K. L. Peng & W. 
S. Tseng (Eds.), Suicidal behavior in the Asia-Pacific region. 144–175. 
 
 Orr, J.W., & Tin, N.P. (1985). Parasuicides in Kuala Lumpur: A descriptive study. Singapore 
Medical Journal,  26, 161–170. 
 
 Orr, J.W. (1985). Parasuicides in Kuala Lumpur: reasons for the attempt.  Singapore Medical 
Journal, 26, 253-258. 
 
Osman, A., Jones, K., & Osman, J.R. (1991). The Reasons for Living Inventory: Psychometric 
properties. Psychological Reports, 69, 271-278. 
 
Osman, A., Gregg, C.L., Osman, J.R., & Jones, K. (1992). Factor structure and reliability of the 
Reasons For Living Inventory. Psychological Reports, 70, 107 – 112. 
 
 
 
 
 
 
 275 
Osman, A., Gifford, J., Jones, T., Lickiss, L., Osman, J., & Wenzel, R.  (1993). Psychometric 
evaluation of the Reasons for Living Inventory. Psychological Assessment, 5, 154-158. 
  
Osman, A., Gutierrez, P.M., Kopper, B.A., Barrios, F.X., & Chiros, C.E. (1998). The Positive and 
Negative Suicide Ideation Inventory: Development and validation. Psychological Reports, 
82, 983-793. 
 
Osman, A., Barrios, F. X., Gutierrez, P.M., Wrangham, J.J., Kopper, B. A., Truelove, R.S., & 
Linden, S.C. (2002), The Positive and Negative Suicide Ideation (PANSI) Inventory: 
Psychometric evaluation with adolescent psychiatric inpatient samples. Journal of 
Personality Assessment, 79, 512-530. 
 
Osman, A., Gutierrez, P.M.,  Jiandani, J., Kopper, B.A., Barrios, F.X., Linden, S.C., & Truelove, 
R.S. (2003). A preliminary validation of the Positive and Negative Suicide Ideation 
(PANSI) Inventory with normal adolescent samples. Journal of Clinical Psychology, 59, 
493-512. 
 
Osman, A., Linehan, M., Barrios, F.X., Gutierrez, P., & Bagge, C.L. (1999). Validation of the 
Adult Suicidal Ideation Questionnaire and the Reasons for Living Inventory in an Adult 
Psychiatric Inpatient Sample. Psychological Assessment 11, 115-123. 
 
Oquendo, M. A., Kamali, M., Ellis, S. P., Grunebaum, M. F., Malone, K. M., Brodsky, B. S.,….  
Mann, J. J. (2002). Adequacy of antidepressant treatment after discharge and the 
occurrence of suicidal acts in major depression: a prospective study. American Journal of 
Psychiatry, 159, 1746-51. 
 
Oquendo, M.A., Currier, D., & Mann, J.J. (2006). Prospective studies of suicidal behavior in 
major depressive and bipolar disorders: What is the evidence for predictive risk factors? 
Acta Psychiatrica Scandinavica, 114, 151-158.  
 
Oquendo, M.A., Halberstam, B, Mann, J.J. (2003) Risk factors for suicidal behavior: The utility 
and limitations of research instruments. In MB first (Ed), Standardized Evaluation in 
clinical Practice (pp 103-130). American Psychiatric Publishing, Inc.  
 
 
 
 
 
 276 
 
Oquendo, M.A., Dragatsi, D., Harkavy-Friedman, J., Dervic, K., Currier, D., Burke, A.K.,…. 
Mann, J.J. (2005). Protective factors against suicidal behavior in Latinos. Journal of 
Nervous & Mental Disease. , 193, 438-443. 
 
Palmer, B.A., Pankratz,V.S., & Bostwick, J.M. (2005). The lifetime risk of suicide in 
schizophrenia: a reexamination. Archives of General Psychiatry , 62, 247-253. 
 
Paul, C.Y.C., Lai, K.L., Kam, C.W., & Jagmohni K. (2005). Factor relating to adolescent suicidal 
behavior: a cross-sectional Malaysia school survey. Journal of Adolescent Health 37, 337. 
 
Paykwl, E., Prusoff, B. & Myers, J. (1975). Suicide attempts and recent life events. Archives of 
General Psychiatry, 32, 327-333. 
 
 Pavot, W., & Diener, E. (1993). Review of the Satisfaction With Life Scale. Psychological 
Assessment, 5, 164-172. 
 
Peng, R., & Chia, C.N. (1997). Social problems and psychiatric disorder in parasuicide: a 
controlled study. Malaysian Journal of Psychiatry, 5, 55-62.  
 
Phillips, M.R., Li, X., Zhang, Y. (2002) Suicide rates in China, 1995–99. Lancet, 359, 835–840 
 
 
Phillips, M.R. (2004). Suicide ant attempted suicide-China, 1990-2002. Retrieved from 
www.cdc.gove/mmwn/preview/mmwrhtml/mm 5322ab.hmt. 
 
Pietrzak, R.H., Goldstein, M.B., Mallye, J.C., Rivers, A.J., Johnson, D.C., & Southwifk, S.M. 
(2010). Risk and protective factors associated with suicidal ideation in veterans of 
Operations Enduring Freedom and Iraqi Freedom. Journal Of Affective Disorders, 123, 
102-107. 
 
Pompili, M., & Tatarelli, R. (2007). The Hopelessness Scale: A factor analysis. Psychological 
Reports, 100, 375–378.  
 
 
 
 
 
 
 277 
Pompili, M., Girardi, P., Ruberto, A., & Tatarelli, R. (2005). Suicide in borderline personality 
disorder: A metaanalysis. Nordic Journal of Psychiatry , 59, 319-324. 
 
Prasadarao, P.S. D. V. (1998). Behavior Therapy in India. In T.P.S Oei (Ed.), Behavior Therapy 
and Cognitive Behavior Therapy in Asia. New South Wales: Edumedia Pty Ltd.  
 
Rajasuriar, R. Awang, S.B.H., &  Rahmat, H.R. (2007). Profile of poisoning admissions in 
Malaysia. Human and Experimental Toxicology, 26, 73-81. 
 
Ramli, M. Ariff, M.F., & Zaini, Z. (2007). Translation, validation and psychometric properties of 
Bahasa Malaysia version of the Depression Anxiety and Stress Scales (DASS).  ASEAN 
Journal of Psychiatry, 8, 82-89. 
 
Ramli, M, Salmiah, M.A, & Nurul Ain ,M (2009). Validation and psychometric properties of 
Bahasa Malaysia version of the Depression Anxiety Stress Scale (DASS) among diabetic 
patients. Malaysian Journal of Psychiatry, 18, 1 – 7. 
 
Razali, S.M., Hasanah, C.I., Aminah, K., & Subramaniam, M. (1998). Religiious-sociocultural 
psychotherapy in patient with anxiety and depression. Australia and New Zealand Journal 
of Psychiatry, 32, 867-872. 
 
Reddy, M.S. (2010). Depression: The disorder and the burden. Indian Journal of  Psychological 
Medicine, 3, 1-2. 
 
Reynolds, W.M. (1987). Suicidal ideation questionnaire. Odessa, FL: Psychological Assessment 
Resources. 
Robert, D., Goldney, A. (2002). Global view of suicidal behaviour. Emergency Medicine, 14, 24-
34.  
Rosenberg, Morris. (1965). Society and the Adolescent Self-Image. Princeton, New Jersey: 
Princeton University Press.   
 
 
 
 
 
 278 
Rosenfeld, B., Gibson, C., Kramer, M., & Breitbart, W. (2004). Hopelessness and terminal illness: 
The construct of hopelessness in patients with advanced AIDS. Palliative and Supportive 
Care, 2, 43–53. 
Rudd, M.D., Rajab, M.H., Orman, D.T., Stulman, D.A., Joiner, T. & Dixon, W. (1996). 
Effectiveness of an outpatient intervention targeting suicidal young adults: Preliminary 
results. Journal of Consulting and clinical Psychology 64, 179-190. 
Sachs, J. (2004). Validation of the Satisfaction With Life Scale in a sample of Hong Kong 
University. Psychologia: An International Journal of Psychology in the Orient ,46,  225-
234. 
 
Sanchez, H.G. (2001). Risk factor model for suicide assessment and intervention. Professional 
Psychology: Research and Practice, 32, 351-358. 
 
Salleh, A., Osman, C. B., & Maniam, T. (2005). Coping behaviours in deliberate self-harm: A 
case controlled study. Malaysian Journal of Psychiatry, 13, 9-15.  
 
Sareen, J., Cox, B.J., Afifi, T,O., Graaf, R.E., Asmundson, G.J.G., Have, M.T., & Stein, M.B. 
(2005). Anxiety Disorders and Risk for Suicidal Ideation and Suicide Attempts: A 
Population-Based Longitudinal Study of Adults. Arch Gen Psychiatry, 62, 1249-1257. 
 
Sareen, J., Houlahan, T., Cox, B.J. & Asmundosn, G.J. G. (2005). Anxiety disorders associated 
with suicidal ideation and suicide attempts in the National Comorbidity Survey. Journal of 
Nervous Mental Disorder, 193, 450-454. 
 
Schmidtke, A., Bille-Brahe, De Leo D, Kerkhof, A., Wasserman, D (2007). Suicidal behavior in 
Europe. Results from the WHO/Euro Multicenter study on suicidal behavior. 
 
 
Schotte, D.E. & Clum, G.A. 91982). Suicide ideation in a college population: A test of a modul. 
Journal of Consulting and Clinical Psychology, 50, 690-696. 
 
 
 
 
 
 
 279 
Sharifah, S. (2003). Suicidality in in-patient with schizophrenia in Hospital Kuala Lumpur: A 
cross sectional study. (Master dissertation, University Kebangsaan Malaysia, Malaysia). 
Retrieved from http:/www.ukm.my/library. 
 
Shin, D.C., & Johnson, D.M. (1978). A vowed happiness as an overall assessment of the quality of 
life. Social Indicators Research, 5, 475-492.  
 
Shen, E.K.., Alden, L.E., Sochting, I., & Tsang, P. (2006). Clinical observations of a Cantonese 
Cognitive-Behavioral Treatment Program for Chinese Immigrants. Psychotherapy: Theory/ 
Research/Practice/Training, 43, 518-530. 
 
Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E., Hergueta, T., 
…. Dunbar, G. C. (1998). The M.I.N.I. (Mini International Neuropsychiatric Interview). 
Clinical Psychiatry, 59, 22-33. 
 
Simons, R.C., & Sarbadhikary, D. (1972). Suicide attempters admitted to the University of Malaya  
 medical center psychiatric unit,” International Journal of Social Psychiatry, 18, 97-103. 
 
Siow, A.C. (2001). Suicide attempt among the elderly in University Malaya Medical Centre. 
Malaysian Journal of Psychiatry, 9, 10 – 12. 
 
Snyder, C.R., Harris, C., Anderson, J.R., Holleran, S. A., Irving, L.M., Sigmon, S.T., ….Harney, 
P. (1991). The Will And The Ways: Development and validation of an individual-
differences measure of hope. Journal of Personality and Social Psychology, 60, 570-585. 
 
Sorketti, E. A. & Zuraida, N. Z. (2007). Motives and psychosocial stressors in parasuicides: 
comparison of self-poisoners and self-cutters. Malaysian Journal of Psychiatry, 16, 36-40. 
 
Sokera, T.P., Melartin, T.K., Rytsala, H.J., Leskala, U.S., Lestela-Mielonen, P.S., Isometsa, E.T 
(2005). Prospective study of risk factors for attempted suicide among patients with DSM-
IV Major Depressive Disorder. British  Journal of Psychiatry. 186, 314-318. 
 
 
 
 
 
 
 280 
Steger, M.F., Frazier, P., Oishi, S., & Kaler, M. (2006). The Meaning in Life Questionnaire: 
Assessing the presence of and search for meaning in life. Journal of Counseling 
Psychology, 53, 80 – 93  
 
Steed, L. (2001). Further validity and reliability evidence for Beck Hopelessness Scale scores in a 
nonclinical sample. Educational and Psychological Measurement, 61, 303–316. doi: 
10.1177/00131640121971121. 
 
Steer, R.A., Kumar, & Beck, A.T. (1993). Self-reported suicidal ideation in adolescent psychiatric 
inpatients. Journal of Consulting and Clinical psychology, 61, 1096-1099.  
 
Steer, R. A., Iguchi, M. Y., & Platt, J. J. (1994). Hopelessness in HIV drug users not in treatment 
and seeking HIV testing and counselling. Drug and Alcohol Dependence, 34, 99–103. 
 
Suominen, K., Henriksson, M., Suokas, J., Isometsä, E., Ostamo, A. & Lönnqvist, J. (1996). 
Mental disorders and comorbidity in attempted suicide. Acta Psychiatry Scandinavia, 94, 
234-40 
 
Swami, V., & Chamorro-Premuzic, T. (2009). Psychometric evaluation of the Malaysian 
Satisfaction with Life Scale. Social Indicators Research, 92, 25-33. doi: 10.1007/s11205-
008-9295-7. 
 
Tang, C.S.K., & Lee, A. (1998). Behavior Therapy in Hong Kong. In T.P.S Oei (Ed.), Behavior 
Therapy and Cognitive Behavior Therapy in Asia. New South Wales: Edumedia Pty Ltd. 
 
Tabachnick, B.G. & Fidell, L.S., (2007). Using multivariate Statistics, 5
th
 edn. Boston, M.A. Ally 
& Bacon, 
 
Tan, H.J.,Suganthi, C., Aishvarya Sinniah., Rizal, A.M., & Raymond, A.A. (2006). Suicidal 
ideation in migraine. Neurology Asia,11, 103-106.   
 
 
 
 
 
 
 281 
Tanaka, E., Sakamoto, S., Ono, Y., Fujihara, S., & Kitamura, T. (1998). Hopelessness in a 
community population: Factorial structure and psychosocial correlates. Journal of Social 
Psychology, 138, 581–590. 
 
Tanney, B.L. (1992).  Mental disorders, psychiatric patients and suicide. In Maris, R (Ed). 
Assessment and prediction of suicide, New York :The Guilford Press.  
 
Teo,G.S., Teh, L.C & Lim, J.H. (2008). Parasuicide and suicide demographic features and 
changing trend among cases in hospital Sungai Bakap 2001-2005. Malaysian Journal of 
Psychiatry, 17, 1 – 13. 
 
Teoh, J.I. (1974) an analysis of completed suicides by psychological post-mortem. Annals 
Academy of Medicine, 3, 117-24 
 
Tarrier N, Taylor, K & Gooding P. (2008). Cognitive-Behavioral Interventions to Reduce Suicide 
Behavior: A Systematic Review and Meta-Analysis. Behavior Modification , 32,  77-108. 
 
Turner, R.J., Frankel, B.G., & Levin, D.M. (1983). Social support: Conceptualization, 
measurement, and implications for mental health, Research in Community and Mental 
Health, 3, 67-111. 
 
Vassar, M.  (2008). A note on the score reliability for the Satisfaction with Life Scale: An RG 
study. Social Indicators Research 86, 47-57. doi: 10.007/s11205-007-9113-7. 
 
Verduyn. C., Barrowclough, C., Roberts, J., Tarrier, N., Harrington, R. (2003). Maternal 
depression and child behaviour problems: Randomised placebo controlled trial of a 
cognitive-behavioural group intervention. British Journal of Psychiatry 183, 342–348.  
 
Voracek, M., Loibl, M. L., Swami, V., Vintilă, M., Sinniah, A., Pillai, S. K., ….Lester, D. (2008). 
The Beliefs in the Inheritance of Risk Factors for Suicide Scale (BIRFSS): A cross-cultural 
validation study in America, Britain, Malaysia, and Romania. Suicide and Life-Threatening 
Behavior, 38, 688-698. 
 
 
 
 
 
 
 282 
Wampold, B. E., Minami, T., Baskin, T.W. & Callen, T. S. (2002). A meta-(re)analysis of the 
effects of cognitive therapy versus “other therapies” for depression. Journal of Affective 
Disorders, 68, 159–165. 
 
Wan, M.R.W.M., Amir, A., Iran, H., & Mohamed, N.M. (2004). Psychometric properties of the 
Malay Version of Beck Depression Inventory II (BDI-11) among post-partum women in 
Kedah, North West of Peninsular Malaysia. Malays J. Med Sci, 11, 19 -25. 
 
Warman, D.M., Grant, P., Sullivan, K., Caroff, S., & Beck, A.T. (2005). Individual and group 
cognitive behavior therapy for psychiatric disorder: A pilot investigation. Journal of 
Psychiatric Practice, 11, 27-34. 
 
Wasserman, D. (2001) Suicide: An unnecessary death. London: Martin Dunitz Ltd. 
 
Wetzel, R.D. (1976). Hopelessness, depression, and suicide intent. Arch Gen Psychiatry 33, 1069-
73. 
 
Wiles, N.J., Hollinghurst, S., Mason, V., Musa, M., Burt, V. (2008) A randomized controlled trial 
of cognitive behavioural therapy as an adjunct to pharmacotherapy in primary care based 
patients with treatment resistant depression: A pilot study. Behavioural and Cognitive 
Psychotherapy 36, 21–33.   
 
Williams, M.J.G, Duggan, D.S, Crane, C & Fennell, M.J.V. (2006).  Mindfulness-based cognitive 
therapy for prevention of recurrence of suicidal behavior. Journal of Clinical Psychology, 
62, 201-210. 
 
Woon, T.H., & Teoh, C.L. (1976). Psychotheraputic management of a potential spirit medium. 
Australian and New Zealand Journal of psychiatry, 10, 125-128. 
 
Wong, F.K.D. (2009). A six-month follow-up study of cognitive behavioral treatment groups for 
Chinese people with depression. Behaviour Change, 26, 130-140.  
 
Wong, F. K. D. (2011). How do Chinese Cognitive-Behavioural Therapy trainees view their own 
therapy competence and the cultural compatibility of this therapy for Chinese clients with 
 
 
 
 
 
 283 
depression in Hong Kong? Hong Kong Journal of Mental Health, 38, 4-9.   
 
World Health Organization. (1999). Figures and Facts about Suicide 1999. Retrieved from 
http://www.whqlibdoc.who.int/hq/1999/WHO_MNH_MBD_99.1.pdf. 
 
World Health Organization (2000). Preventing suicide: A resource for general physicians . 
Retrieved from www. who.int/mental.health/medical/en/156.pdf.  
 
World Health Organization. (2001). World health report on burden of disease. Geneva: World 
Health Organization.  
 
World Health Organization. (2002). Suicide prevention (SUPRE). Retrieved from 
http://www.who.int/mental_media/en/254.pdf 
 
World Health Organization (2003). The world health report: shaping the future. Retrieved from 
http//www.who.int/bulletin/volumes/86/9/07-046995.pdf. 
 
World Health Organization (2005b). Depression. Retrieved from 
http://www.who.int/mental_health/depression/defination. 
 
World Health Organization (2005). WHO European Ministerial Conference on Mental Health: 
Facing the challenges, building solutions. Helsinki, Finland, 12-15 January, 2005.  
 
World Health Organization. (2005b). Depression. Retrieved from 
http://www.who.int/mental_health/depression/defination 
 
World Health Organization. (2012a). Suicide prevention (SUPRE). Retrieved from 
http://www.who.int/mental_health/prevention/suicide,suicideprevent/en/. 
 
World Health Organization (2012b). Depression. Retrieved from 
www.who.int/mediacentre/factsheets/fs369/en/  
 
 
 
 
 
 
 284 
World Health Organization (2012c). Mental health and substance abuse, Facts and figures. 
Suicide prevention: Emerging from darkness. Retrieved from  
www.who.int/mental_health/prevention/suicide/suicideprevent/en.  
 
World Health Organization (2013). Suicide prevention (SUPRE). Retrieved from  
www.who.int/mental_health/prevention/suicide. 
 
 
Wu, C.H., & Yao, G. (2006). Analysis of factorial invariance across gender in the Taiwan version 
of the Satisfaction with Life Scale. Personality and Individual Differences, 40, 1259-1268. 
http://dx.doi.org/10.1016/j.paid.2005.11.012.  
 
Wulsin,L.R., Vaillant,G.E., & Wells,V.E. (1999). A systematic review of the mortality of 
depression. Psychosomatic Medicine , 61, 6-17. 
 
Yeoh,O.H. (1981). Attempted suicides in Penang – Preliminary observations, 
 Medical Journal of Malaysia, 36, 39–46. 
 
Young, M. A., Halper, I. S., Clark, D. C., Scheftner, W., & Fawcett, J. (1992). An item response 
theory evaluation of the Beck Hopelessness Scale. Cognitive Therapy and Research, 16, 
579–587. 
 
Zafir, M.M., & Durrishah, I. (2009) Work stress issues in Malaysia. Malaysia Labour Review, 3, 
13-26.  
 
Zain, A. M. (1991). Profile of in-patient suicides in two hospitals in Malaysia. Medical Journal of 
Malaysia, 46, 171-176. 
 
Zartaloudi, A. (2011) What is men’s experience of depression. Health Science Journal, 5 (3), 182-
187.  
 
Zettle, R.D., Haflich, J.L. & Reynolds, R.A. (1992). Responsivity to cognitive therapy as a 
function of treatment format and client personality dimensions. Journal of Clinal 
Psychology, 48, 787-797.  
 
 
 
 
 
 285 
 
Zyoud, S.H., Awang, R., Sulaiman, S.A.S & Al-Jabi, S.W. (2010). A cross-sectional observation 
of the factors associated with deliberate self-poisoning with acetaminophen: impact of 
gender differences and psychiatric intervention. Human Psychopharmacology, 25, 500-508. 
 
Zyoud, S.H., Awang, R., Sulaiman, S.A.S & Al-Jabi, S.W. (2010). High prevalence of hypokalemia 
after acute acetaminophen overdose: Impact of psychiatric illness. Human and 
Experimental Toxicology, 29, 773-778. 
 
Zuraida, N. Z., & Ahmad, H. S. (2007). Religiosity and suicide ideation in clinically depressed 
patients. Malaysian Journal Of Psychiatry, 16, 12-15. 
 
Zuraida, N.Z. (2000). A study of social network of suicide attempters in University Malaysia 
Medical Centre, Kuala Lumpur. Malaysian Journal of Psychiatry, 8, 3-10. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 286 
Appendix A 
 
 
 
 
 
 
 
 
 
 
 
 
PATIENT INFORMATION SHEET 
 
 
Study title: THE IMPACT OF RISK AND PROTECTIVE FACTORS ON SUICIDAL 
BEHAVIORS AMONG PATIENTS WITH MOOD DISORDERS IN MALAYSIA. 
 
Introduction 
 
The purpose of this study is to identify the risks and protective factors for suicidal behaviour 
among patients who are admitted for a depressive disorders and anxiety disorders. We hope that 
by understanding more about these factors, we will be able to improve the overall outcome of this 
group of patients. 
 
What would this involve? 
 
It would involve filling up questionnaires and an interview with the researcher while the patients 
come to the outpatient psychiatric clinic and also patients admitted in the ward psychiatric wards. 
Following that, certain patients will be identified for cognitive behavior therapy and 
pharmacotherapy. The rest of the patients will be offered cognitive behaviour therapy after 8 
weeks upon filling up the questionnaires. This project will involve UKMMC, UMSC, Klang 
Hospital, Ampang Hospital, Putrajaya Hospital, Serdang Hospital and Kajang Hospital. Duration 
for this study ranges from once to 6 months. This research is part of my Phd project under the 
supervision of Prof Tian Oei (principal supervisor). 
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The benefits 
This research would contribute greatly in terms of highlighting which risk and protective factors 
are most predictive of suicidal behaviour among patients with depressive disorders and anxiety 
disorders. This will help us to improve patient’s care and outcome.  
 
The risks  
There are no additional risks involved in this study as the procedures involved are part of the 
management of the patient. 
 
Confidentiality 
The results of the data obtained will be reported in a collected manner with no reference to a 
specific individual. Hence, the data from each individual will remain confidential. As a patient, 
you have the right to know the results of the analysis. 
 
Do I have to take part? 
The participation into this study is voluntary. If you prefer not to take part, you do not have to give 
a reason and your doctor will not be upset and your decision will not affect the treatment given. 
You may also withdraw at any point in time during the study. 
 
Payment and compensation. 
You do not have to pay in participating in this study. Similarly, no payment is available to you for 
participating in this study. In the event that this study results in the development of any marketable 
product(s), you will have no ownership interest in the product and no right to share in any profits 
from its commercialization whatsoever. 
 
Ethical approval 
This research project has been approved by University Kebangsaan Medical Centre, Research 
Ethics Committee (Medical Research and Industry) and Behavioural & Social Sciences Ethical 
Review Committee (BSSERC), University Of Queensland. 
 
If you have any questions regarding this research project, you can contact: 
Ms Aishvarya Sinniah 
aishvarya_arun@yahoo.com.my 
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Appendix B 
 
 
 
 
 
 
 
 
 
CONSENT FORM FOR A RESEARCH PROJECT 
 
 
Title of project: THE IMPACT OF RISK AND PROTECTIVE FACTORS ON SUICIDAL  
 
BEHAVIORS AMONG PATIENTS WITH MOOD DISORDERS   IN MALAYSIA 
 
Consent 
 
I have read the information on the research project stated above and have also been given adequate 
explanation by a doctor about the purpose of this document. I understand that I retain the absolute 
right over the information and may withdraw at anytime from the study. I also have the right to 
know about the results of the study. 
 
 
I.................................................................................................................................................Identit
y Card No.:.................................. have read the subject information sheet and I agree/ disagree to 
participate in this study. 
 
I *would like to know/ don’t want to know the results of the study. 
( * delete where necessary) 
 
Signature:                                                                                          Date: 
 
Witness:                                                                                             Researcher: 
 
Name:                                                                                                 Name: 
 
IC:                                                                                                       IC: 
 
Signature:                                                                                            Signature: 
 
Date:                                                                                                    Date: 
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Appendix C 
 
 
 
 
 
 
 
 
 
 
 
SOCIODEMOGRAPHIC FORM 
 
 
1. Age: ……………….    2. Gender 
           
          Male 
 
          Female 
 
 
3. Ethnic group     4. Religion 
 
Malay       Islam 
 
Chinese      Buddhism 
 
Indian       Hinduism 
 
Others…….      Christianity 
 
        Others…………… 
 
 
5. Marital status     6. Education level 
 
 Single       No formal schooling 
   
 Married      Primary school-not completed 
 
 Divorced      Primary school-completed 
 
 Widowed      Secondary school-SRP/PMR 
 
 Separated      Secondary school-SPM
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        Secondary school – STPM/ 
        Matriculation / Pre- university 
 
        University/College 
 
 
 
7. Employment     8. Present occupation 
 
 Never employed     Professional/Technical/Managerial 
 
 Unemployed      Agricultural/Fishery/Forestry 
 
 Employed part-time     Military/Police/Fireman 
 
 Self-employed      Factory Worker 
 
 Employed full time     Clerical/Sales 
 
 Retired      Service (e.g. waiter, maid, security guard) 
 
 Home-maker      Own business 
 
 Student      Student 
 
9a) Substance abuse      Others, specify………………… 
 
 
 alcohol 
        
 heroine 
 
 cannabis 
 
 cigarette 
 
 others 
 
 none 
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Appendix D 
 
 
 
 
 
 
 
 
 
 
 
REASONS FOR LIVING INVENTORY 
In each space put a number to indicate the importance to you of each for NOT killing yourself. 
 
1= Not at all important 
2=Quite unimportant 
3=Somewhat unimportant 
4=Somewhat important 
5=Quite important 
6=Extremely important 
    
 
 
1.   I have responsibilities and commitment towards my family 1     2     3     4     5    6 
2.  I believe I can learn to adjust or cope with my problems  1     2     3     4     5    6 
3.  I believe I have control over my life and destiny   1     2     3     4     5    6 
4.  I have a desire to live       1     2     3     4     5    6 
 5.  I believe only God has the right to end a life   1     2     3     4     5    6 
6.  I am afraid of death       1     2     3     4     5    6 
7.   My family might believe I did not love them.   1     2     3     4     5    6 
8.   I do not believe that things get miserable or hopeless  
                         enough that I would rather be dead.     1     2     3     4     5    6 
9.    My family depends upon me and needs me   1     2     3     4     5    6 
10.   I do not want to die        1     2     3     4     5    6 
11.  I want to watch my children as they grow   1     2     3     4     5    6 
12.   Life is all we have and is better than nothing   1     2     3     4     5    6 
13.   I have future plans I am looking forward to carrying out. 1     2     3     4     5    6 
14.  No matter how badly I feel, I know that it will not last.  1     2     3     4     5    6
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15.  I am afraid of the unknown       1     2     3     4     5    6 
16.   I love and enjoy my family too much and could not leave them 1     2     3     4     5    6 
17.  I want to experience all that life has to offer and here                                                                                                                                        
 are many  experiences I haven’t had yet which I want to have. 1     2     3     4     5    6 
18.  I am afraid that my method of killing myself would fail  1     2     3     4     5    6 
19.  I care enough about myself to live       1     2     3     4     5    6 
20.  Life is too beautiful and precious to end it    1     2     3     4     5    6 
21.  It would not be fair to leave the children for others to  
             take care of        1     2     3     4     5    6 
22.  I believe I can find other solutions to my problems.   1     2     3     4     5    6 
23.  I am afraid of going to hell      1     2     3     4     5    6 
24.  I have a love of life       1     2     3     4     5    6 
25.  I am too stable to kill myself     1     2     3     4     5    6 
26.  I am a coward and do not have the guts to do it   1     2     3     4     5    6 
27.  My religious beliefs forbid it.     1     2     3     4     5    6 
28.  The effect on my children could be harmful    1     2     3     4     5    6 
29.  I am curious about what will happen in the future  1     2     3     4     5    6 
30.  It would hurt my family too much and I would not want   
             them to suffer        1     2     3     4     5    6 
31.  I am concerned about what other would think of me  1     2     3     4     5    6 
32.  I believe everything has a way of working out for the best  1     2     3     4     5    6 
33.  I could not decide where, when, and how to do it.  1     2     3     4     5    6 
34.  I consider it morally wrong      1     2     3     4     5    6 
35.  I still have many things left to do.     1     2     3     4     5    6 
36.  I have the courage to face life     1     2     3     4     5    6 
37.  I believe life is still worth to go on     1     2     3     4     5    6 
38.  I am afraid of the actual ‘act’ of killing myself  
             (the pain, blood, violence)      1     2     3     4     5    6 
39.  I believe killing myself would not really accomplish  
             or solve anything       1     2     3     4     5    6 
40. I have hope that things will improve and the  
             future will be happier       1     2     3     4     5    6 
41. Other people would think I am weak and selfish   1     2     3     4     5    6 
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42. I have an inner drive to survive     1     2     3     4     5    6 
43. I would not want people to think I did not have  
            control over my life       1     2     3     4     5    6 
44. I believe I can find a purpose in life, a reason to live   1     2     3     4     5    6 
45. I see no reason to hurry death along    1     2     3     4     5    6 
46. I am so inept that my method would not work   1     2     3     4     5    6 
47. I would not want my family to feel guilty afterwards  1     2     3     4     5    6 
48. I would not want my family to think I was selfish or a coward 1     2     3     4     5    6 
 
1.   0 I have never attempted suicide 
       1 I have attempted suicide once 
       2 I have attempted suicide two or more times 
 
If you have previously attempted suicide, please continue with the next statement group. 
 
2.    0 My wish to die during the last suicide attempt was low. 
       1 My wish to die during the last suicide attempt was moderate 
       2 My wish to die during the last suicide attempt was high 
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BECK HOPELESSNESS SCALE 
 
This questionnaire consists of 20 statements. Please read the statements carefully one by one.  
If the statements describe your attitude for the past week including today, darken the circle 
with a “T” indicating “TRUE” in the column next to the statement. If  the statement does not 
describe your attitude, darken the circle with an “F” indicating FALSE in the column next to 
this statement. Please be sure to read each statement carefully.     
 
1.     I look forward to the future with hope and enthusiasm              T F 
2.       I might as well give up because there is nothing I can do  
about making things better for myself                                                               T         F 
3.     When things are going badly, I am helped by knowing  
          that they cannot stay that way forever.     T F 
4.     I can’t imagine what my life would be like in ten years.   T F 
5.     I have enough time to accomplish the things I want to do   T F 
6.      In the future, I expect to succeed in what concerns me most   T F 
12.   My future seems dark to me       T F 
13. I happen to be particularly lucky, and I expect to get more  
         of the good things in life than the average person.    T F  
9.      I just can’t get the breaks, and there’s no reason I will in  
           the future                                                                                    T F 
10.    My past experiences have prepares me well for the future   T F 
11.    All I can see ahead of me is unpleasantness rather  
than pleasantness        T F 
12.    I don’t expect to get what I really want      T F     
13.    When I look ahead to the future, I expect that  
          I wil be happier than I am now      T F  
14.    Things just won’t work out the way I want them to    T F 
15.    I have great faith in the future      T F 
16.    I never get what I want, so it’s foolish to want anything   T F 
17.    It’s very unlikely that I will get any real satisfaction in the future  T F  
18.   The future seems vague and uncertain to me     T F 
 19.   I can look forward to more good times than bad times   T F 
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20.   There’s no use in really trying to get anything I want  
because I probably won’t get it.      T F 
 
 
 
POSITIVE AND NEGATIVE SUICIDE IDEATION INVENTORY 
 
Below is a list of statements that may or may not apply to you. Please read each statement 
carefully and then place your answer in the space to the right of that statement. Use the five-point 
scale as follows: 
 
1= None of the time 
2= Very rarely 
3= Some of the time 
4= A good part of the time 
5= Most of the time 
 
During the past two weeks, including today, how often have you: 
 
1. Seriously considered killing yourself because  
you could not live up to the expectations of other people? 1     2     3     4     5 
2. Felt that you were in control of most situations in your life?  1     2     3     4     5 
3. Felt hopeless about the future and you wondered if you  
should kill yourself?       1     2     3     4     5 
4. Felt so unhappy about your relationship with someone  
you wished you were dead?      1     2     3     4     5 
5. Thought about killing yourself because you could not  
accomplish something important in your life?   1     2     3     4     5 
6. Felt hopeful about the future because things were working  
out well for you?       1     2     3     4     5 
7. Thought about killing yourself because you could not  
find a solution to a personal problem?    1     2     3     4     5 
8. Felt excited because you were doing well at school or at work? 1     2     3     4     5 
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9. Thought about killing yourself because you felt like  
a failure in life?       1     2     3     4     5 
10. Thought that your problems were so overwhelming that  
suicide was seen as the only option to you?    1     2     3     4     5 
11. Felt so lonely or sad you wanted to kill yourself so  
that you could end your pain?     1     2     3     4     5 
12. Felt confident about your ability to cope with most of  
the problems in your life?      1     2     3     4     5 
13. Felt that life was worth living?     1     2     3     4     5 
14. Felt confident about your plans for the future?   1     2     3     4     5 
 
 
DEPRESION, ANXIETY AND STRESS SCALE (DASS) 
 
The rating scale is as follows: 
0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
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1 I found it hard to wind down         0      1      2      3 
2 I was aware of dryness of my mouth         0      1      2      3 
3 I couldn't seem to experience any positive feeling at all      0      1      2      3 
4 I experienced breathing difficulty (eg, excessively rapid  
breathing, breathlessness in the absence  
of physical exertion)           0      1      2      3 
5 I found it difficult to work up the initiative to do things      0      1      2      3 
6 I tended to over-react to situations         0      1      2      3 
7 I experienced trembling (eg, in the hands)        0      1      2      3 
8 I felt that I was using a lot of nervous energy       0      1      2      3 
9 I was worried about situations in which I might panic  
and make a fool of myself          0      1      2      3 
10 I felt that I had nothing to look forward to        0      1      2      3 
11 I found myself getting agitated         0      1      2      3 
12 I found it difficult to relax          0      1      2      3 
13 I felt down-hearted and blue         0      1      2      3 
14 I was intolerant of anything that kept me from getting  
on with what I was doing          0      1      2      3 
15 I felt I was close to panic          0      1      2      3 
16 I was unable to become enthusiastic about anything       0      1      2      3 
17 I felt I wasn't worth much as a person        0      1      2      3 
18 I felt that I was rather touchy          0      1      2      3 
19 I was aware of the action of my heart in the  
            absence of physical exertion (eg, sense of  
            heart rate increase, heart missing a beat)        0      1      2      3 
20 I felt scared without any good reason         0      1      2      3 
21 I felt that life was meaningless         0      1      2      3 
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THE ADULT TRAIT HOPE SCALE 
 
Read each item carefully using the scale shown below, please select the number that best describes 
you and put that number in the blank provided 
 
1 = Definitely False 
2 = Mostly False 
3 = Somewhat False 
4 = Slightly False 
5 = Slightly True 
6 = Somewhat True 
7 = Mostly True 
8 = Definitely True 
 
 
1.   I can think of many ways to get out of a jam  1     2     3     4     5     6     7     8 
2.   I energetically pursue my goals    1     2     3     4     5     6     7     8 
3.   I feel tired most of the time    1     2     3     4     5     6     7     8 
4.   There are lots of ways around any problems  1     2     3     4     5     6     7     8 
5.   I am easily downed in an argument   1     2     3     4     5     6     7     8 
6.   I can think of many ways to get the things in life that are  
      important to me      1     2     3     4     5     6     7     8 
7.   I worry about my health    1     2     3     4     5     6     7     8 
8.   Even when others get discourages, I know I can  
find a way to solve the problems    1     2     3     4     5     6     7     8 
9.   My past experiences have prepared me  
 well for my future     1     2     3     4     5     6     7     8 
10. I’ve been pretty successful in life    1     2     3     4     5     6     7     8 
11. I usually find myself worrying about something 1     2     3     4     5     6     7     8 
12. I meet the goals that I set for myself   1     2     3     4     5     6     7     8 
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PROVISION OF SOCIAL RELATIONS 
 
We would like to know something about your relationships with other people. Please read each 
statement below and decide how well the statement describes you.  For each statement, show your 
answer by indicating to the left of the item the number that best describes how you feel. The 
numbers represent the following answers. 
 
1= Very much like me 
2= Much like me 
3=Somewhat like me 
4=Not very much like me 
5=Not at all like me 
 
1.    When I’m with my friends, I feel completely able to 
     relax and be myself           1       2       3       4       5 
2.     I share the same approach to life that many of  
     my friends do.            1       2       3       4       5 
3.     People who know me trust me and respect me.       1       2       3       4       5 
4.     No matter what happens, I know that my family  
  will always be there for me should I need them.       1       2       3       4       5 
5.     When I want to go out to do things, I know that  
   many of my friends would enjoy  doing these  
    things with me.               1       2       3       4       5 
6.      I have at least one friend I could tell anything to       1       2       3       4       5  
7.      Sometimes I’m not sure if I can completely rely  
          on my family                1       2       3       4       5  
8.      People who know me think I am good at what I do       1       2       3       4       5 
9.      I feel very close to some of my friends        1       2       3       4       5 
10.    People in my family have confidence in me        1       2       3       4       5 
11.    My family lets me know they think I am a  
         worthwhile person               1       2       3       4       5 
12.    People in my family provide me with help in finding  
   solutions to my problems          1       2       3       4       5 
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13.    My friends would take the time to talk over my problems,  
   should I ever want to           1       2       3       4       5 
14.    I know my family will always stand by me        1       2       3       4       5 
15.    Even when I am with my friends, I feel alone.       1       2       3       4       5 
     
 
 
ROSENBERG’S SELF-ESTEEM SCALE 
 
 
Instructions: Below is a list of statements dealing with your general feelings about yourself. If you 
STRONGLY AGREE, state SA. If you agree with the statement, state A. If you disagree, state 
D. If you strongly disagree, state SD 
1. I feel that I am a person of worth                SA      A      D     SD  
2. I feel that I have a number of good qualities.     SA      A      D      SD                                                              
3. All in all, I am inclined to feel that I am a failure.     SA      A      D      SD                                       
4. I am able to do things as well as most other people.    SA      A      D      SD                                     
5. I feel I do not have much to be proud of.       SA      A      D      SD                                                      
6. I take a positive attitude toward myself           SA      A      D      SD                                                   
7. On the whole, I am satisfied with myself.        SA      A      D      SD                                                  
8. I wish I could have more respect for myself.        SA      A      D      SD                                              
9. I certainly feel useless at times.       SA      A      D      SD 
10. At times I think I am no good at all.          SA      A      D      SD 
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SATISFACTION WITH LIFE 
 
Below are five statements with which you may agree or disagree. Using the scale below, indicate 
your agreement with each item by placing the appropriate number on the line preceding that item.  
Please be open and host in your responding. 
 
1 = Strongly disagree 
2 = Disagree 
3 = Slightly disagree 
4 = Neither agree nor disagree 
5 = Slightly agree 
6 = Agree 
7 = Strongly agree 
 
 
1.    In most ways my life is close to my ideal     1       2       3       4       5       6       7  
2.    The conditions of my life are excellent      1       2       3       4       5       6       7  
3.    I am satisfied with my life      1       2       3       4       5       6       7
 4.    So far I have gotten the important things  
       I want in life.        1       2       3       4       5       6        7
 5.    If I could live my life over, I would                   1      2      3       4          5       6         7 
       change almost nothing           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 302 
Appendix E 
 
 
 
 
 
 
 
 
 
 
 
MAKLUMAT UNTUK PESAKIT 
 
Tajuk penyelidikan: Kesan faktor-faktor risiko dan pelindung ke atas kelakuan 
pembunuhan diri di kalangan pesakit yang mengalami kemurangan di Malaysia. 
 
Pengenalan 
Kelakuan membunuh diri meliputi fikiran untuk membunuh diri, percubaan untuk membunuh diri 
dan pembunuhan diri. Kajian ini bertujuan untuk mengenalpasti faktor-faktor risiko dan pelindung 
terhadap kelakuan membunuh diri di kalangan pesakit-pesakit yang dimasukkan ke dalam wad 
psikiatri dan menghadiri  klinik psikiatri pesakit luar untuk penyakit kemurungan dan keresahan. 
Kami berharap dengan memahami dengan lebih mendalam tentang faktor-faktor risiko dan 
pelindung tersebut, kami akan berpeluang untuk memperbaiki keadaan golongan pesakit-pesakit 
ini. 
 
Apa yang akan dilakukan ? 
Pesakit-pesakit di dalam wad psikiatri dan yang menghadiri klinik psikiatri pesakit luar akan 
mengisi borang soal-selidik dan akan ditemuramah oleh penyelidik. Selepas itu, sebahagian dari 
pesakit-pesakit ini akan dikenalpasti untuk terapi kognitif tingkahlaku, terapi pemikiran dan 
farmokoterapi.  
 
 
Faedah penyelidikan 
Kajian ini akan meningkatkan pengetahuan dari segi faktor-faktor risiko dan pelindung yang 
paling berguna dalam menjangka kelakuan pembunuhan diri di kalangan pesakit-pesakit 
kemurungan dan keresahan. Oleh yang demikian, risiko kelakuan membunuh diri boleh 
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dikurangkan dan ini akan membantu dalam peningkatan mutu penjagaan pesakit-pesakit yang 
mengalami kemurungan dan keresahan. 
 
Risiko 
Tiada risiko tambahan yang terlibat dalam kajian ini kerana prosedur yang terlibat adalah 
mengikut penjagaan pesakit yang lazim. 
 
Kerahsiaan 
Keputusan yang diperolehi akan dimaklumkan secara keselurahan (kolektif) dan tidak akan 
merujuk kepada nama individu pesakit. Justeru itu maklumat dan keputusan daripada setiap 
pesakit adalah sulit. Sebagai pesakit, anda berhak mengetahui keputusan kajian anda. 
 
Perlukan saya mengambil bahagian 
Penglibatan  anda dalam penyelidikan ini adalah secara sukarela. Sekiranya anda tidak bersetuju 
untuk mengambil bahagian, anda tidak perlu memberikan sebab dan ini tidak akan menjejaskan 
rawatan yang akan diberikan. 
 
Bayaran dan pampasan 
Anda tidak akan dikenakan sebarang bayaran dan anda juga tidak akan dibayar bagi penglibatan 
anda dalam kajian ini.  
Sekiranya hasil penyelidikan ini dapat mengembangkan satu produk yang boleh dipasarkan, anda 
tidak boleh menuntut hak milik kepada harta intelek dan juga keuntungan dari produk yang 
terhasil dan dikomersilkan, jika ada. 
 
Jika saya ada sebarang pertanyaan, siapa boleh saya berhubung? 
 
Puan Aishvarya Sinniah 
aishvarya_arun@yahoo.com.my 
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Appendix F 
 
 
 
 
 
 
 
 
 
 
BORANG PENYELIDIKAN UNTUK PROJEK PENYELIDIKAN 
 
Tajuk penyelidikan: Kesan faktor-faktor risiko dan pelindung ke atas kelakuan 
pembunuhan diri di kalangan pesakit yang mengalami kemurangan di Malaysia. 
 
Memberikan persetujuan 
 
Saya telah membaca maklumat tentang penyelidikan yang tersebut di atas dan juga diberi 
penerangan oleh doktor tentang tujuan dokumen ini. Saya faham bahawa hak saya keatas 
maklumat itu kekal dan saya boleh menarik balik pada bila-bila masa. Saya juga berhak untuk 
mengetahui tentang penyelidikan yang dijalankan termasuklah tentang hasil penyelidikan tersebut. 
 
Saya……………………………………………………………………….. telah membaca 
maklumat kajian tersebut dan saya bersetuju/tidak bersetuju untuk mengambil bahagian dalam 
kajian ini. 
Saya  ingin mengetahui/tidak ingin mengetahui keputusan soal selidik yang dijalankan (potong 
mana yang tidak berkenaan) 
 
Tandatangan:        Tarikh: 
Saksi:         Penyelidik: 
Nama:         Nama: 
No Kad Pengenalan:       No Kad Pengenalan: 
Tandatangan:        Tandatangan: 
Tarikh:        Tarikh: 
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Appendix G 
 
 
 
 
 
 
 
 
 
 
 
BORANG SOSIODEMOGRAFIK 
 
 
1. Umur: ……………….    2. Jantina 
           
          Lelaki 
 
          Perempuan 
 
 
3. Bangsa      4. Agama 
 
Melayu      Islam 
 
Cina      Bud    Buddha 
 
India       Hindu 
 
Lain-lain…….     Kristian 
 
        Lain-lain…………… 
 
5. Taraf perkahwinan     6. Tahap pendidikan 
 
 Bujang       Tiada persekolahan formal 
   
 Berkahwin      Sekolah rendah – tidak tamat 
 
 Janda/Duda      Sekolah rendah - tamat 
 
 Balu       Sekolah menengah – SRP /PMR 
 
 Berpisah      Sekolah menengah - SPM 
   
        Sekolah menengah – STPM/ 
        Matrikulation / Pra- universiti 
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        Universiti/Kolej 
 
 
 
7. Pekerjaan        8. Pekerjaan semasa 
 
 Tidak pernah bekerja     Profesional/Teknikal/Pengurusan 
 
 Menganggur      Pertanian/Perikanan/Perhutanan 
 
 Bekerja separuh masa     Tentera/Polis/Ahli bomba 
 
 Bekerja sendiri     Pekerja kilang 
 
 Bekerja sepenuh masa    Kerani/Penjualan 
 
Pesara Perkhidmatan (contoh pelayan, 
pembantu rumah, penjaga sekuriti 
 
 Suri rumah      Perniagaan sendiri 
 
 Pelajar       Pelajar 
 
        Lain-lain, sila nyatakan……………. 
 
 
 
9. Penyalahgunaan  
 
 alkohol 
 
 morpin 
 
 kannabis 
 
 amphatamin 
 
 Lain-lain 
 
 Tiada 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 307 
Appendix H 
 
 
 
 
 
 
 
 
 
 
 
 
REASONS FOR LIVING INVENTORY (MALAY) 
   
 
Arahan: Sila bulatkan satu nombor untuk setiap kenyataan utnuk menunjukkan kepentingan 
anda untuk tidak membunuh diri. Sila bulatkan satu nombor dari 1 hingga 6. Di mana 
 
1 = Menunjukkan TIDAK PENTING SAMA SEKALI ----------------------6 = SANGAT PENTING 
 
1. Saya mempunyai tanggungjawab dan komitmen  
terhadap keluarga      1        2        3         4        5        6 
2. Saya percaya saya boleh belajar menyesuaikan diri atau   
mengatasi masalah saya     1        2        3         4        5        6 
3. Saya percaya saya dapat mengawal kehidupan   1        2        3         4        5        6 
dan nasib saya 
4. Saya mempunyai keinginan untuk hidup   1        2        3         4        5        6 
5. Saya percaya hanya Tuhan sahaja berhak menamatkan  
kehidupan       1        2        3         4        5        6 
6. Saya takut mati      1        2        3         4        5        6 
7. Keluarga saya mungkin akan mempercayai saya tidak  
menyayangi mereka      1        2        3         4        5        6 
8. Saya tidak percaya sesuatu perkara menjadi lebih teruk 
atau tiada harapan langsung yang mana saya lebih rela mati 1        2        3         4        5        6 
9. Keluarga saya bergantung kepada saya dan   1        2        3         4        5        6 
memerlukan saya 
10. Saya tidak mahu mati      1        2        3         4        5        6  
11. Saya mahu melihat anak-anak saya semasa mereka 
membesar       1        2        3         4        5        6  
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12. Kehidupan adalah segalanya yang kita miliki dan  
lebih baik daripada tiada     1        2        3         4        5        6 
13. Saya mempunyai rancangan masa hadapan yang saya  
berharap untuk melakukannya    1        2        3         4        5        6 
14. Tidak kira bagaimana teruk saya merasai, saya tahu ia tidak  
akan berterusan      1        2        3         4        5        6 
15. Saya takut pada yang tidak diketahui   1        2        3         4        5        6 
16. Saya terlalu sayang dan gembira bersama keluarga saya  
dan tidak sanggup meninggalkan mereka   1        2        3         4        5        6 
17. Saya mahu melalui semua pengalaman hidup dan banyak  
pengalaman yang saya kehendaki  
masih belum saya lalui     1        2        3         4        5        6 
18. Saya takut cara yang saya lakukan untuk membunuh  
diri akan gagal       1        2        3         4        5        6 
19. Saya cukup mengambil berat tentang diri saya untuk                                                        
terus hidup       1        2        3         4        5        6 
20. Kehidupan itu sungguh indah dan amat berharga untuk  
di akhiri        1        2        3         4        5        6 
21. Adalah tidak adil untuk meninggalkan anak-anak saya  
kepada orang lain untuk menjaga mereka  1        2        3         4        5        6 
22. Saya percaya saya boleh menemui cara penyelesaian  
lain untuk masalah saya     1        2        3         4        5        6 
23. Saya takut dimasukkan ke neraka    1        2        3         4        5        6 
24. Saya mempunyai kecintaan pada kehidupan   1        2        3         4        5        6 
25. Saya sangat stabil untuk tidak  membunuh diri  1        2        3         4        5        6 
26. Saya seorang yang penakut dan tidak mempunyai  
keberanian untuk melakukannya    1        2        3         4        5        6 
27. Kepercayaan agama saya melarangnya   1        2        3         4        5        6 
28. Kesannya boleh mendatangkan bahaya ke atas  1        2        3         4        5        6 
anak-anak saya 
29. Saya tertanya-tanya mengenai apa yang akan belaku pada  
masa hadapan      1        2        3         4        5        6 
30. Ia akan sangat melukakan  hati keluarga saya dan saya  
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tidak mahu mereka terseksa     1        2        3         4        5        6 
31. Saya ambil peduli  mengenai apa orang lain akan fikirkan   
tentang diri saya      1        2        3         4        5        6 
32. Saya percaya semua perkara ada jalan untuk berakhir   
dengan yang terbaik      1        2        3         4        5        6 
33. Saya tidak boleh membuat keputusan dimana, bila dan  
bagaimana untuk melakukannya    1        2        3         4        5        6 
34. Saya mempertimbangkan secara moral ianya adalah salah 1        2        3         4        5        6 
35. Saya masih mempunyai banyak perkara yang tinggal  
untuk dilakukan      1        2        3         4        5        6 
36. Saya mempunyai keberanian dalam menghadapi   1        2        3         4        5        6 
kehidupan 
37. Saya percaya kehidupan ini masih berharga untuk  1        2        3         4        5        6 
diteruskan 
38. Saya takut kepada tindakan sebenar untuk membunuh diri  
(kesakitan, darah, keganasan)     1        2        3         4        5        6 
39. Saya percaya membunuh diri saya tidak akan sebenarnya  
menyelesaikan apa jua perkara    1        2        3         4        5        6 
40. Saya berharap bahawa perkara-perkara akan bertambah  
baik dan beroleh kegembiraan di masa hadapan  1        2        3         4        5        6 
41. Orang lain akan memikirkan bahawa saya seorang yang  
lemah dan mementingkan diri sendiri   1        2        3         4        5        6 
42. Saya mempunyai semangat yang tinggi untuk meneruskan 1        2        3         4        5        6 
kehidupan ini 
43. Saya tidak mahu orang berfikir bahawa saya tidak mampu  
mengawal diri saya      1        2        3         4        5        6 
44. Saya percaya saya boleh menemui satu tujuan dalam  
kehidupan, alasan untuk hidup    1        2        3         4        5        6  
45. Saya tidak nampak alasan untuk cepat mati  1        2        3         4        5        6 
46. Saya takut cara yang saya lakukan untuk membunuh  
diri akan gagal      1        2        3         4        5        6 
47. Saya tidak mahu keluarga saya merasa bersalah  1        2        3         4        5        6 
kemudiannya 
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48. Saya tidak mahu keluarga saya membuat tanggapan bahawa  
saya mementingkan diri sendiri dan bersikap pengecut 1        2        3         4        5        6 
 
1.       Cubaan membunuh diri sebelum ini         
0 Tidak pernah ( tidak perlu menjawab soalan no. 21 )  
1 Sekali    
2 Lebih dari sekali   (* Jika memilih jawapan 1 atau 2, sila jawab soalan 21 ) 
 
2. Harapan / keinginan saya untuk mati semasa cubaan yang terdahulu adalah   
( Catatkan dengan nilai “9” jika tidak berkenaan ) 
0 Rendah 
1 Sederhana 
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DEPRESSION, ANXIETY AND STRESS SCALE (MALAY) 
 
 
Sila baca setiap kenyataan dan bulatkan jawapan (skala markah 0, 1, 2,3) yang 
menggambarkan keadaan anda SEMINGGU YANG LEPAS. Tidak ada jawapan betul atau 
salah. JANGAN guna terlalu banyak masa untuk mana-mana kenyataan. Skala markah adalah 
seperti berikut: 
 
0  = Tidak pernah sama sekali 
1  = Jarang 
2 =  Kerap 
3 =  Sangat kerap 
 
 
1. Saya rasa susah untuk bertenang    0         1         2         3 
2. Saya rasa mulut saya rasa kering    0         1         2         3 
3. Saya seolah-olah tidak dapat mengalami      
perasaan positif sama sekali    0         1         2         3 
4. Saya mengalami kesukaran bernafas (contohnya, bernafas  
terlalu cepat, tercungap-cungap walaupun tidak melakukan  
aktiviti fizikal)      0         1         2         3  
5. Saya rasa tidak bersemangat untuk memulakan  
sesuatu keadaan      0         1         2         3 
6. Saya cenderung bertindak secara berlebihan kepada  
sesuatu keadaan      0         1         2         3 
7. Saya pernah menggeletar (contohnya tangan)  0         1         2         3 
8. Saya rasa saya terlalu gelisah     0         1         2         3 
9. Saya risau akan berlaku keadaan di mana saya panik  
dan berkelakuan bodoh panik dan membodohkan 0         1         2         3 
11. Saya rasa tidak ada apa yang saya harapkan  
(putus harapan)      0         1         2         3 
11. Saya dapati saya mudah resah    0         1         2         3 
12. Saya rasa sukar untuk berehat    0         1         2         3 
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13. Saya rasa sedih dan murung    0         1         2         3 
14. Saya tidak boleh terima apa jua yang menghalangi saya  
daripada meneruskan apa yang saya sedang lakukan  0         1         2         3 
15. Saya rasa hampir panik     0         1         2         3 
16. Saya tidak bersemangat langsung    0         1         2         3 
17. Saya rasa diri saya tidak berharga    0         1         2         3 
18. Saya mudah tersinggung     0         1         2         3 
19. Walaupun saya tidak melakukan aktiviti fizikal,  
saya sedar akan debaran jantung saya  
(contoh  degupan jantung lebih cepat)   0         1         2         3 
20. Saya rasa takut tanpa sebab     0         1         2         3 
21. Saya rasa hidup ini tidak bererti lagi   0         1         2         3 
 
 
 
BECK HOPELESSNESS SCALE (MALAY) 
 
Soal-selidik ini mengandungi 20 pernyataan. Sila baca pernyataan berikut denga teliti satu per 
satu. Jika pernyataan itu menerangkan sikap anda untuk minggu-minggu lepas termasuk hari 
ini, bulatkan “B” bagi pernyataan yang BENAR yang terdapat disebelah pernyataan. Jika 
pernyataan tidak menerangkan sikap anda, bulatkan  “S” menandakan SALAH di ruang 
sebelah pernyataan tersebut. Sila pastikan anda bacakan setiap pernyataan denga teliti. 
 
1. Saya memandang masa depan dengan harapan dan semangat  B S 
2. Lebih baik saya mengundur diri sahaja kerana sudah tak ada apa  
yang saya boleh buat untuk menjadikan sesuatu itu lebih baik  
untuk diri saya.        B S 
3. Bila sesuatu benda jadi teruk, saya rasa terbantu dengan mengetahui  
bahawa ianya tak akan kekal begitu selamanya.    B S 
4. Saya tak dapat bayangkan bagaimana kehidupan saya dalam  
masa sepuluh tahun lagi       B S 
5. Saya mempunyai masa yang cukup untuk menyiapkan perkara  
yang saya hendak buat       B S 
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6. Di masa hadapan, saya harap saya akan berjaya  dalam perkara  
yang saya memang ambil berat      B S 
7. Masa depan nampak gelap bagi saya     B S 
8. Saya sebetulnya sangat bertuah, dan saya andaikan untuk dapat 
banyak perkara yang lebih baik dalam hidup lebih dari orang lain.  B S 
9. Saya memang tak boleh berehat, dan tidak ada alasan mengapa  
saya akan berehat di masa akan datang.     B S 
10. Pengalaman saya yang lepas telah membuat saya bersedia  
untuk masa hadapan        B S 
11. Apa yang saya nampak dihadapan saya adalah ketidakseronokan  
berbanding keseronakan.       B S 
12. Saya tak menyangkakan yang saya akan dapat apa saya hendak  B  
13. Bila saya lihat kearah masa depan, saya andaikan yang saya akan lebih 
gembira dari sekarang.       B S 
14. Semua perkara memang tidak menjadi seperti yang saya mahu  B S 
15. Saya yakin sepenuhnya dengan masa depan saya    B S 
16. Saya tak pernah dapat apa yang saya mahukan, oleh itu, 
bodoh kalau mahukan apa sahaja.      B S 
17. Memang sukar untuk saya dapatkan kepuasan yang sebenar  
di masa hadapan        B S 
18. Masa depan saya nampak samar-samar dan tidak pasti pada saya  B S 
19.       Saya boleh harapkan lebih banyak masa yang baik  
daripada yang teruk        B S 
20. Tak ada gunanya saya cuba bersungguh-sungguh untuk mendapatkan  
sesuatu yang saya mahu kerana berkemungkinan saya tak akan  
mendapatkannya.        B S 
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POSITIVE AND NEGATIVE SUICIDE IDEATION INVENTORY (MALAY) 
Sila baca pernyataan di bawah  dan tandakan nombor pada pernyataan yang mungkin atau tidak 
mungkin berkaitan dengan diri anda 
 
1= Tiada 
2= Sangat jarang 
3= Kadang-kadang 
4= Kebanyakan masa 
5= Kerap 
 
Dalam masa dua minggu yang lepas termasuk hari ini, berapa kerap anda mempunyai:  
 
1. Mempertimbangkan secara serius untuk membunuh diri kerana  
tidak mampu untuk memenuhi harapan orang lain  1       2       3       4       5 
2. Berasa anda dapat mengawal kebanyakan situasi  
di dalam hidup anda       1       2       3       4       5 
3. Berasa tidak berguna mengenai masa depan dan  
berfikir samada anda patut membunuh diri   1       2       3       4       5 
4. Berasa begitu sedih mengenai hubungan anda dengan  
seseorang di mana anda berharap untuk mati   1       2       3       4       5 
5. Berfikir untuk membunuh diri kerana tidak mampu  
mencapai sesuatu yang penting di dalam hidup anda  1       2       3       4       5 
6. Berasa anda mempunyai harapan mengenai masa depan  
anda kerana semuanya berjalan lancar untuk anda.   1       2       3       4       5 
7. Berfikir mengenai membunuh diri kerana anda tidak  
mendapat penyelesaian untuk masalah peribadi anda  1       2       3       4       5 
8. Berasa gembira kerana anda berjaya di sekolah atau  
di tempat kerja       1       2       3       4       5 
9. Berfikir mengenai membunuh diri anda kerana berasa  
anda telah gagal didalam kehidupan anda    1       2       3       4       5 
10. Berfikir bahawa masalah anda begitu rumit sekali dan  
hanya membunuh diri merupakan satu satunya jalan  
penyelesaian untuk anda      1       2       3       4       5 
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11. Berasa begitu sunyi dan sedih di mana anda mahu  
membunh diri untuk mengakhiri penyiksaan ini   1       2       3       4       5 
12. Berasa yakin mengenai kemampuan untuk menangani  
kebanyakan masalah dalam kehidupan anda    1       2       3       4       5 
13. Berasa kehidupan ini mempunyai erti    1       2       3       4       5 
      14.      Merasa yakin mengenai pelan untuk masa depan   1       2       3       4       5 
 
SATISFACTION WITH LIFE (MALAY) 
 
Di bawah terdapat 5 pernyataan yang anda mungkin setuju atau tidak bersetuju. Dengan 
menggunakan skala di bawah, sila tandakan nombor yang sesuai. 
 
1 = Sangat tidak setuju 
2 = Tidak setuju 
3 = Tidak setuju sedikit 
4 = Tiada kedua-duanya 
5 = Setuju sedikit 
6 = Setuju 
7 = Sangat setuju 
 
1. Kehidupan saya hampir sempurna dari banyak  
segi       1       2       3       4       5       6       7 
2. Keadaan hidup saya sangat baik    1       2       3       4       5       6       7 
3. Saya berpuashati dengan kehidupan saya  1       2       3       4       5       6       7 
4. Saya telah mendapat semua perkara penting di dalam  
            kehidupan saya setakat ini    1       2       3       4       5       6       7 
5. Sekiranya saya boleh mendapat kehidupan saya  
semula, saya tidak akan mengubah apa-apa  1       2       3       4       5       6       7 
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THE ADULT TRAIT HOPE SCALE (MALAY) 
Baca dengan teliti pernyataan-pernyataan di bawah dan pilih nombor-nombor yang paling tepat 
menerangkan mengenai diri anda. 
 
1 = Sudah tentu salah 
2 = Kebanyakannya salah 
3 = Kemungkinan salah 
4 = Sedikit salah 
5 = Sedikit benar 
6 = Kemungkinan benar 
7 = Kebanyakannya benar 
8 = Sudah tentu benar 
 
 
1.   Saya boleh berfikir banyak cara untuk mengelak  
kesesakan lalu lintas.      1     2     3     4     5     6     7     8 
2.   Saya meneruskan matlamat saya dengan penuh tenaga  1     2     3     4     5     6     7     8 
3.   Kebanyakan masa saya berasa penat    1     2     3     4     5     6     7     8 
4.   Ada banyak jalan penyelesaian untuk apa-apa masalah  1     2     3     4     5     6     7     8 
5.   Saya senang dikalahkan didalam pertelingkahan  1     2     3     4     5     6     7     8 
6.  Saya boleh berfikir banyak cara untuk memperolehi  
apa-apa yang penting di dalam kehidupan saya   1     2     3     4     5     6     7     8 
7.   Saya risau mengenai kesihatan saya    1     2     3     4     5     6     7     8 
8.   Saya tahu saya akan mendapat jalan penyelesaian  
untuk sesuatu masalah walaupun orang lain menjadi tidak  
bersemangat mengenainya.     1     2     3     4     5     6     7     8 
9.  Pengalaman masa lampau saya telah menyebabkan  
saya bersedia untuk masa depan    1     2     3     4     5     6     7     8 
10. Saya sangat berjaya di dalam kehidupan    1     2     3     4     5     6     7     8 
11. Saya sering mendapati diri saya risau mengenai sesuatu 1     2     3     4     5     6     7     8 
12. Saya mencapai matlamat yang saya tetapkan untuk diri saya 1     2     3     4     5     6     7     8 
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PROVISION OF SOCIAL RELATIONS (MALAY) 
  
  
Sila baca pernyataan di bawah  dan tandakan nombor yang paling tepat menerangkan tentang diri 
anda: 
 
1= Sangat seperti diri saya 
      2= Seperti diri saya 
      3= Sedikit seperti diri saya 
      4= Tidak seperti saya 
      5= Tidak langsung seperti diri saya 
 
 
1.  Saya boleh bersantai dan menjadi diri saya sepenuhnya  
apabila saya bersama rakan-rakan saya    1     2     3     4     5      
2.  Saya berkongsi pendapat yang sama dengan rakan-rakan saya  
mengenai kehidupan.       1     2     3     4     5      
3.  Orang yang mengenali saya mempercayai dan menghormati saya 1     2     3     4     5      
4.  Walau apa yan berlaku, saya tahu keluarga saya akan berada  
di samping saya bila saya memerlukan mereka    1     2     3     4     5      
5.  Apabila saya  membuat aktiviti diluar, saya tahu ramai  
rakan-rakan saya akan menyukai membuat aktiviti ini  
bersama saya.        1     2     3     4     5   
6.  Saya mempunyai sekurang-kurangnya satu kawan yang saya boleh  
menceritakan apa-apa kepadanya      1     2     3     4     5      
7.  Kadang-kadang saya tidak pasti samada saya boleh bergantung  
sepenuhnya kepada keluarga saya     1     2     3     4     5      
8.  Orang yang mengenali saya fikir yang saya bagus dengan apa  
yang saya lakukan        1     2     3     4     5      
9.  Saya rasa sangat rapat dengan segolongan rakan-rakan saya 1     2     3     4     5      
10. Ahli keluarga saya mempunyai keyakinan terhadap diri saya  1     2     3     4     5      
11. Keluarga saya memberitahu saya yang mereka fikir saya  
seorang yang berharga       1     2     3     4     5      
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12. Ahli keluarga saya memberi pertolongan untuk mencari penyelesaian  
kepada masalah saya       1     2     3     4     5      
13. Rakan-rakan saya meluangkan masa untuk berbincang masalah  
saya sekiranya saya mahu      1     2     3     4     5      
14. Saya tahu keluarga saya akan sentiasa di samping saya.   1     2     3     4     5      
15. Walaupun saya bersama-sama rakan-rakan saya, saya rasa 
keseorangan.        1     2     3     4     5      
 
 
 
 
 
 
ROSENBERG SELF ESTEEM SCALE (MALAY) 
 
Sila baca pernyataan di bawah dan tandakan nombor menyatakan setakat mana anda bersetuju atau tidak 
bersetuju dengan pernyataan berikut: . 
 
0 = Sangat setuju 
1 = Setuju 
2 = Tidak setuju 
3 = Sangat tidak setuju 
 
1. Pada keseluruhanya, saya berpuas hati terhadap diri saya.  0     1     2     3 
2. Adakalanya saya memikirkan saya seorang yang tidak baik langsung 0     1     2     3 
3. Saya rasa bahawa saya mempunyai beberapa k 
kelebihan dalam diri saya       0     1     2     3 
4. Saya boleh melakukan perkara-perkara sepertimana orang lain boleh 
lakukan         0     1     2     3 
5. Saya rasa tidak banyak yang boleh dibanggakan tentang diri saya 0     1     2     3 
6. Ada kalanya saya merasakan diri saya tidak berguna   0     1     2     3 
7. Saya rasa saya seorang yang berharga sekurang-kurangnya setanding  
dengan orang lain        0     1     2     3 
8. Saya harap saya boleh lebih menghormati / menghargai diri saya  0     1     2     3 
9. Dalam banyak hal / perkara, saya merasakan saya seorang  
yang gagal         0     1     2     3 
10. Saya mengambil sikap positif terhadap diri saya.    0     1     2     3 
